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SILENT 
POWER! 


teal cme ics ceil ees a 
necessary to scrub, wax or polish any ~~ 
floor area—be it a single room Or @ 
multi-story building. 

Its power will amaze you, if. you hones 
ever handled an ordinary floor machine. 
It scrubs to an almost prophylactic 
cleanliness. It will burnish waxed floors 
to a safe, non-skid, lustrous polish. Yet 
- it is controlled by the touch of a hand 
—short wheel-base gives flexibility— 
casters give it steerability—offset con- 
struction enables it to go under beds, 
chairs, etc. Powered by sturdy General 
Electric motor. 

Its SILENCE is iain its greatest 
service to hospitals. With the Finnell 
you can scrub or polish at any hour, at 
any place, without disturbing patients. 
Just two gears—of heat-treated steel and 
bronze—hand-polished, running in over- 
size grease case. 

Ask for demonstration. No words 
can describe the new Finnell. You must (7 
see it—see its shining beauty in repose [- 
—its marvelous power and speed in ac- 3) 
tion. We shall be glad to demonstrate 
it on your floors. Just say when. Ad- 
dress FINNELL SYSTEM, INC., 1408 
East Street, Elkhart, Indiana. 


FINNELL SYSTEM 


OF FLOOR MAINTENANCE 
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Just in Passing — 


Wirr this issue The 


MODERN HOSPITAL rounds out twenty 
years of consecutive monthly publica- 
tion. Many fast moving and crowding 
events have filled the years to the full. 

As we go forward into the third 
decade, into the rapidly changing 
world of tomorrow, new challenges and 
new demands face us. Pitfalls as well 
as possibilities confront us. We be- 
speak the continued generous coopera- 
tion of our readers along our future 
path. It is with their help that our 
momentum has been sustained and 
will be sustained. Many of those who 
receive this issue have been MODERN 
HOSPITAL readers from the start and 
comment from them would be espe- 
cially welcome at this time. 


Hosprrats, like all 
other employers, are expected to sign 
the President’s voluntary wage and 
hour agreements, according to word 
just received from General Hugh S. 
Johnson. The agreements apply to 
clerks, cooks, janitors, orderlies and 
similar classes of hospital workers but 
not to nurses, interns, laboratory tech- 
nicians, pharmacists and other pro- 
fessional persons. While hospitals 
may at first lose some money by join- 
ing the President’s war on depression, 
the effect in the long run should be 
beneficial to hospitals by reducing the 
burden of indigency. 


Wiirn medical science 


and institutional care of the sick so 
outstandingly represented at A Cen- 
tury of Progress, it is fitting that a 
day be set aside in recognition of our 
hospitals. Also it is particularly ap- 
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from a higher percentage of collec- 
tions. So runs the theoretical argu- 
ment in favor of the flat rate plan as 
presented by F. V. Altvater on page 


71. 


T HE editorial on page 
80 and the Skeel article on page 60 
hold particular interest at this time 
when hospitals with obstetric services 
are being placed on the defensive by 
syndicated newspaper and other pub- 
licity emanating from maternity cen- 
ter associations and advocating home 
confinement rather than hospital care. 


By the way, have you 
read that delightful story of a hospital 
superintendent’s trials that appears in 
the July 8 Saturday Evening Post? If 
not, better get it now. The author, who 
prefers anonymity, certainly is any- 
thing but lacking in resourcefulness. 
She handles people—well, read it your- 
self. 


FLASHES FROM THIS ISSUE: 


“The county hospital should not 
knowingly admit a patient who can 
afford to pay a reasonable rate in a 
private hospital, nor should it accept 
a patient who can afford to pay for 
the services of a private physician.” 
Page 40. 

“Results in the hospital’s nursing 
service will depend upon the ability of 
the nursing officials to translate into 
terms of nursing service the hospital’s 
responsibility to its patients and into 
terms of nursing education its respon- 
sibility to its students and_ staff 
nurses.” Page 55. 

“Experience in America demon- 
strates ever more conclusively that the 
proper utilization of the out-patient 
department or polyclinic goes a long 
way toward avoiding unnecessary hos- 
pitalization.” Page 47. 

“Tf a procedure costs three mothers’ 
lives and saves ninety babies, a set of 
statistics showing the increase in loss 
of maternal lives and failing to men- 
tion the saving of babies’ lives presents 
a false picture.” Page 60. 

“It is highly important that the hos- 
pital use every precaution to prevent 
the deterioration and destruction of 
records that are desired to be kept 
indefinitely.” Page 69. 
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Private Hospitals Must Supply Care 
on Basis of Ability to Pay 


By BENJAMIN WARREN BLACK, M.D. 


Medical 


OLUNTARY or private institutions consti- 

tute the backbone of the American hospital 

system. While public or tax supported in- 
stitutions do a vast amount of work, private hos- 
pitals do the bulk of acute medical and surgical 
work. They have remained close to the hearts of 
the people, and when the need has arisen their 
customary income has been supplemented by gifts 
and contributions from the people of the local 
communities. 

Increasing demands for service to patients who 
are unable to pay the regular charges, together 
with depleted income from patients who under 
ordinary conditions were able to pay regular 
charges, are reported from voluntary hospitals 
throughout the country. Charity beds in public 
hospitals are constantly filled, due to a lowered 
standard of income and the inability of private 
hospitals to care for patients who cannot pay the 
minimum charges. 

Private hospitals have found a growing field 
for service, but they have also found decreasing 
revenues. One hundred fifty private hospitals or 
more have been compelled to close their doors 
during the past year; but even with this loss in 
number of voluntary hospitals, the total bed ca- 
pacity has shown no substantial reduction. Prob- 
ably there has actually been an increase in number 


Director of Alameda County, Oakland, Calif. 


of beds due to the construction of units and addi- 
tions in tax supported institutions. 

Many hospitals are finding it more and more 
difficult to balance their budgets without seriously 
impairing their efficiency. Communities rightly 
expect that up-to-date equipment shall be main- 
tained and that facilities shall be available at all 
times. On the other hand, there is no possibility 
of increasing charges, for an increased burden 
upon the people could not be borne. Since no 
appreciable percentage of the cost of free work 
can now be passed on to well-to-do patients, as has 
been the usual custom, it follows that expenses 
must be reduced to meet income. At the same time 
the hospital must maintain an unimpaired modern 
service. 

Six out of every ten hospitals, according to a 
recent report, find that the ratio of employees and 
personnel per patient has increased this year as 
compared with two years ago. Only one out of 
five hospitals can get along with less help per pa- 
tient than it did in 1931, and about one hospital in 
every six has maintained the ratio of personnel to 
patients found in that year. To ensure the neces- 
sary service to patients, department personnel 
must be on hand and all equipment and supplies 
must be kept in readiness. 

Improvements in the art of medicine account 
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for certain increased hospital expenses. Expensive 
apparatus and special skill are required to deal 
even with ordinary illness. When this skill is sup- 
plied to an ample number of patients, the cost is 
necessarily reduced. But, even in hard times, we 
cannot revert back a generation or two and avoid 
the use of x-ray plates and other refinements. 
Obviously it is more costly to make electrocardio- 
grams than it used to be to do the whole job with a 
stethoscope or even with the naked ear as was the 
custom when some of us were young. A hospital 
cannot close its laboratories even for a day. Such 
action might result in the death of some emergency 
‘ase or in a prolonged convalescence. 


Many Free Patients Could Pay 


Tax supported hospitals are those institutions 
supported through taxes collected and appropri- 
ated by the city, county, state or federal govern- 
ment. During the present crisis these institutions 
have increased in number and in the proportion of 
beds occupied and have raised the standard of their 
service. They rarely serve the very people who, 
through taxes, contribute to their support. De- 
mands on the part of persons who claim inability 
to pay for medical and hospital service largely 
account for this increase in the number of beds in 
public institutions. A comparatively large num- 
ber of persons receiving care at government ex- 
pense are able to pay for such care, but are granted 
free entrance to hospitals because of military serv- 
ice rendered or volunteered. On the other hand, 
more than half of the beds occupied or available 
for occupancy could not be replaced in voluntary 
hospitals. 

A total of 413,000 beds in government institu- 
tions provided at the expense of the taxpayer were 
being utilized in 1930 for the care and treatment 
of nervous and mental patients. The ordinary 
voluntary hospital is not prepared to accept such 
patients and usually refuses them admission even 
for observation. Provision might easily be made 
for many of these cases, should private hospitals 
decide to admit them, but under present circum- 
stances these government beds are not in competi- 
tion with beds in private hospitals. At the end of 
the last fiscal year, 20,160 of these nervous and 
mental cases were war veterans hospitalized in 
federal institutions. A majority of them had 
become ill independently of military service. Dur- 
ing the same year there were but 16,840 beds 
available in private hospitals to supply care to 
this class of cases. 

Likewise, 50,000 were 


tuberculous patients 


found in tax supported hospitals. Such patients 
usually can be cared for only in such institutions 
since voluntary hospitals are not prepared to 
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handle them. Of this number 6,500 were veterans 
hospitalized in federal institutions, many of whom 
suffered no disability from war service. During 
the same period there were available 13,500 pri- 
vate hospital beds offering care to patients suffer- 
ing with tuberculosis. 

While it is quite possible that many private 
hospitals could easily arrange to care for such 
cases, often to their own great advantage, it is not 
likely that any number of them will do so. Respon- 
sibility of the private or voluntary hospital to care 
for any number of the vast army of mental pa- 
tients now found in tax supported institutions 
must be immediately eliminated. Nor may we 
expect voluntary hospitals to assume any degree 
of responsibility for tuberculous patients now 
cared for in government institutions. 

There are approximately 377,000 beds in all 
hospitals adapted to the care of general cases, and 
to these our attention must be directed. In 1930 
115,000 general cases were receiving treatment in 
tax supported institutions, and it is to these that 
we refer when we speak of patients receiving 
public care at the expense of the taxpayer. A 
comparatively small number of these patients are 
war veterans. A much larger number are confined 
in city and county hospitals. Originally only the 
very poor were admitted to hospitals, and it has 
always been recognized as a duty of governmental 
agencies to supply complete and adequate medical 
care to the indigent. 


What Coustitutes Indigence ? 


As times have become more difficult, it has be- 
come necessary to determine what constitutes 
indigence and how depleted the patient’s assets 
must be in order for him to receive free care in 
tax supported hospitals. These facts are particu- 
larly important when voluntary or private insti- 
tutions are operating with more than half of their 
beds vacant. Wealth is a relative term and the 
same may be said of poverty. It is easy to acquire 
the habit of receiving medical or hospital charity. 
When we shall have determined that only the poor 
shall be cared for by tax supported hospitals, then 
we may adopt as a fundamental premise that no 
public or tax supported hospital shall accept pa- 
tients who can afford to pay for the services of a 
private physician in a private hospital supplying 
the least expensive accommodations required for 
the care of such patients. 

This need not presume that the patient has 
sufficient money immediately available to pay for 
the service he requires. But it does assume that 
his entire assets shall be surveyed by a person 
competent to measure such assets against the cost 
of necessary hospital care. If assets are sufficient 
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and capable of being converted into funds, even 
on the basis of deferred payment, the patient 
should be denied care in a tax supported hospital. 

Physicians in private practice and private hos- 
pitals must share certain responsibilities in this 
connection. Facilities in a standard hospital suffi- 
cient to meet the needs of the patient must be 
available. The hospital and the physician must 
accept payment for the care of such a patient on a 
basis of available resources. Much of the unnec- 
essary service so often demanded by such patients 
from the hospital, as well as from the physician 
and the nurses, should definitely be eliminated by 
determined effort on the part of the physician and 
the hospital. Only care which is necessary should 
be supplied. 


The Principal Causes of Poverty 


Tax funds now meet about 14 per cent of the 
nation’s annual medical bill. Most hospitals caring 
for persons suffering with mental diseases or with 
tuberculosis or other communicable diseases, and 
all health department functions, are maintained by 
taxation. Tax funds also pay for the care of mili- 
tary and naval personnel, of prison inmates and 
other wards of the state. Theoretically, tax funds 
also pay for general medical care of so-called indi- 
gents. Some tax funds pay for medical service 
administered in voluntary hospitals or by indi- 
vidual physicians in private practice. 

The major present tax outlay for medical care 
is for hospital service. The capital investment in 
government hospitals for 1928 was estimated at 
more than $1,400,000,000; the operating cost in 
1930 was estimated at $303,000,000, or about 46 
per cent of the total operating cost of all hospitals. 
Of the $303,000,000, $185,000,000 was spent for 
hospital care of mental and tuberculous patients 
and $118,000,000 was spent for general hospital 
service. More than half of the general hospital 
care is provided by cities and counties through 
local hospitals. A few states provide general hos- 
pital service directly and some furnish subsidies 
to local institutions.’ 

If the field for tax supported general hospitals 
were to be restricted to service only to patients 
whose assets are insufficient to pay for adequate 
medical and hospital care, then, in addition to the 
necessary financial statement, certain other im- 
portant data would have to be made available. To 
determine definitely the factors that induce the 
patient to seek care in a public hospital, we must 
have in mind the generally accepted causes of pov- 
erty: (1) sickness, (2) unemployment, (3) low 
wages, (4) old age and (5) delinquency. 

A well organized social service department must 


1Report of Committee on Costs of Medical Care. 
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consider every applicant seeking care in a tax 
supported hospital on his individual merits. No 
set standard can be slavishly followed, even though 
consideration must be given to certain factors, and 
a determination made only when all the facts are 
assembled. It must be determined whether or not 
the patient has had any marked fluctuation in 
income and whether or not his employment is 
steady with constant income. It is necessary to 
know the length of time the patient has been re- 
ceiving his present income. The number of de- 
pendents must also be considered. It is necessary 
to know whether or not there are relatives or 
others wholly or partly dependent upon him. It 
must be learned whether or not he has near rela- 
tives financially able to pay for the care that he 
requires. 

It makes a great deal of difference which mem- 
ber of the family is the patient. If the bread- 
winner is ill the income is likely to stop, and it is 
important to know if sick benefits or insurance 
benefits are available. If the mother is ill but the 
income remains constant, the social worker must 
direct her attention toward hiring a housekeeper, 
arranging for the children to be boarded out or to 
be cared for by a neighbor. 

The nature of the illness is another vital factor. 
If it is of a minor character requiring but a house 
call or a day or two in the hospital, the head of 
the family might well provide funds for payment. 
But if the illness is prolonged, or an expensive 
operation is required, resources may not be suffi- 
cient to cover such expense. It is also important 
to determine whether or not the illness will result 
in permanent disability with resultant decrease in 
income and continued expense after the acute ill- 
ness is over. Eligibility in most cases is not diffi- 
cult to determine, but border-line cases require the 
wisdom of Solomon to see that justice is done. 


Payment Should Be Insisted Upon 


It is frequently stated that we should not pauper- 
ize people, but that we should require them to pay 
for services rendered if they are able to pay. Most 
patients with whom charity has not become a habit 
prefer to pay for hospital care and to select their 
own physician. They are generally anxious to 
accept this responsibility. Were charges for such 
care based on the patient’s ability to pay, this 
willingness to assume responsibility could well be 
translated in terms of willingness and ability to 
pay. When services have been rendered and the 
charges determined, a frank statement should be 
made to the patient, who must realize that an 
obligation has been incurred which must be met. 
His inability to pay at the moment need not exempi 
him from payment later. Definite arrangements 
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should be made for settlement at a future date if 
necessary, and a plan of follow-up should be 
adopted in order that payment shall be required. 
Collection should be insisted upon when an obliga- 
tion is appropriate and the services rendered have 
been proper. 

A city or county hospital, aside from the care 
of patients unable to pay for private care, may 
serve as a center for preventive and curative medi- 
cine in the community. It can make but a small 
contribution, however, if it is dominated by politi- 
cal interference. Neither can it operate effectively 
unless it is well managed and well directed. Such 
an institution must have the confidence of the 
public, not only that part from which patients 
come but also that part which dominates popular 
thought in the community. Good administration 
will demand economy and efficiency in place of the 
indifference often characteristic of personnel who 
are employed because of political affiliation and 
influence. 

Cooperation Is Needed 


Under administrative efficiency, the county 
hospital may often set a pace for private hospitals 
to follow. It should be a training center for nurses 
and for other technical workers. It should attract 
to its staff the best professional medical talent and 
it should offer graduate instruction in medicine in 
return for the services rendered free by the profes- 
sion to charity cases. The county hospital should 
not knowingly admit a patient who can afford to 
pay a reasonable rate in a private hospital, nor 
should it accept a patient who can afford to pay 
for the services of a private physician. 

The county hospital that maintains such stand- 
ards will fill a necessary and distinct need in the 
community which cannot be so well done by a 
vcluntary hospital. At the same time, it will per- 
mit no imposition upon the community, which 
should not be required to pay for medical care and 
treatment of citizens who have private resources. 
Under such conditions the county hospital will 
repay to the community the vast expenditures of 
tax money required for the care of patients who 
are definitely not in a financial position to care 
for themselves. 

Such a county hospital program demands the 
finest cooperation from the medical profession 
and the voluntary hospital. Professional care must 
be rendered on the basis of ability to pay. The 
practice of medicine will remain in the hands of 
the physicians who are practicing medicine, but 
this principle can be maintained only when such 
cooperation is freely supplied. The leadership of 
organized medicine is necessary for the adoption 
of a pian to render necessary medical care to every 
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person in the community on the fundamental basis 
of ability to pay. 

When he is sick the normal American feels that 
it is vitally necessary for him to receive the best 
attention that he can get. No longer can he as- 
sume, however, that the best attention is neces- 
sarily the most expensive. An elaborate room with 
several special nurses may not be vital to his con- 
dition; ward service with general nursing and 
other care may be sufficient. But to convince the 
patient is not easy. The depression and a few more 
years will probably be required to convince many 
persons that they are living a good deal beyond 
their means, in sickness even more than in health. 
The citizen, together with the hospital that serves 
him, will continue to have difficulties until he goes 
back to the simpler life during his hospital stay. 

Voluntary hospitals must find ways to care for 
many patients who are now seeking free care in 
public hospitals, fixing total charges for hospital 
care within the limits of such patients’ ability to 
pay. Periodic payment plans may be utilized in 
some form. Whatever plan is adopted until total 
hospital charges are reduced, the tax supported 
hospitals may be expected to take many cases that 
should be cared for in private institutions. This 
demand for the broadening of public care in 
county hospitals will increase, even to the point 
of using the ballot box, unless a solution that ade- 
quately meets this pressing demand is promptly 
reached. 

Many county hospitals have become by popular 
demand institutions in which any person resident 
in the county may be permitted to receive hospital 
care against a nominal paper charge. These 
charges are seldom subject to collection, except in 
a minor way, and the funds received are negligible 
against operation of such institutions. In one 
California county as high as 83 per cent of the 
total hospitalization is accomplished in county in- 
stitutions. 


Private Hospitals Are Endangered 


This competition with private standardized hos- 
pitals in the same community has resulted in an 
almost impossible situation. Private hospitals are 
faced with the possible ultimate necessity of retir- 
ing from the field. The practice has also had a 
decided influence upon the practice of medicine in 
the community and physicians are finding it al- 
most impossible successfully to practice their pro- 
fession. Should this condition become prevalent, 
the future of the voluntary hospital is most uncer- 
tain and unless a remedy is found one can make 
only a most depressing prognosis as to its future.’ 


‘Read at the meeting of the Western Hospital Association, Long 
Beach, Calif. 
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Hospital Fire Insurance Should Be 
Reconsidered Annually 


By ALFRED C. MEYER 


President, Board of Trustees, Michael Reese Hospital, Chicago, and 


CARL A. ERIKSON 


Schmidt, Garden & Erikson, Architects, Chicago 


IRE insurance is imperative 

even for the “fireproof” hos- 

pital. The Baltimore and San 
Francisco conflagrations and numer- 
ous disasters in fireproofed buildings 
support this statement. But fire in- 
surance easily becomes a routine mat- 
ter, the amount to be changed only 
when a new building is added. Seldom is the 
amount increased for major alterations or im- 
provements and rarely is it reduced for deprecia- 
tion or for major changes in building costs. 

It isn’t surprising, then, to find some hospitals 
that carry too much insurance, some that carry 
too little and, strange though it may seem, some 
that have both too little and too much! Too much 
insurance is extravagant; too little is both extrava- 
gant and dangerous. 

We must bear in mind the difference between a 
philanthropic organization like the hospital and 
a commercial enterprise. In the latter, an inade- 
quate fire protection can be made up from surplus 
in case of loss or, if need be, out of capital. But 
hospital surplus is practically nonexistent except 
for endowment funds that normally cannot be 
used for building purposes. Hospital capital funds 
are almost always embodied in the physical struc- 
ture, land and equipment, and any part that burns, 
without adequate replacement insurance, is ex- 
hausted. 


An Example of Underinsurance 


A moral issue, therefore, is also involved in the 
hospital fire insurance situation. Money sub- 
scribed for hospital construction and equipment 
must be zealously guarded and if fire insurance is 
not properly proportioned, the hospital authorities 
are derelict in their duty. Neglect in this connec- 
tion is unfair to the donors. 

It is a difficult task, as a rule, to raise money 
to build and equip hospitals. Once the money has 
been donated, every effort to safeguard it must be 
employed. As an example of a hospital whose 


ls your hospital properly insured against fire loss ? Some 
hospitals carry too much msurance, some carry too little 
and some have both too little and too much. Read this 


article and then make a check up on your institution today 


trustees have not had this high sense of obligation, 
let us cite the following: 

A hospital in a Middle Western town has a re- 
placement value of $1,600,000 and an insurable 
value, on the 80 per cent co-insurance basis, of 
$1,280,000. There is a mortgage of $400,000 and 
total insurance of $750,000. In case of total loss, 
the hospital would collect about three-fifths of 
$750,000, or $450,000, because $750,000 is approxi- 
mately three-fifths of the $1,280,000 which the 
hospital is obligated to carry on an 80 per cent 
co-insurance policy. Consequently, after the mort- 
gage had been paid, there would be left only $50,- 
000 with which to replace the hospital whose net 
value is $1,200,000—$1,600,000 less the $400,000 
mortgage. 

It would, of course, be necessary to go to the 
community for additional funds. But what com- 
munity would entrust such funds to a group that 
had been so careless with monies previously sub- 
scribed? 

But we need not assume the catastrophe a total 
loss to show the dangers of such underinsurance. 
Michael Reese Hospital, which has been in exist- 
ence for more than fifty years, has never experi- 
enced a major fire. Its newer and more costly 
buildings are of course fireproofed. The amount 
of fire insurance seems to have been determined 
by somebody’s estimate of the replacement value 
of the nonfireproofed buildings. 

Let us assume that one of these buildings is 
destroyed by fire. To replace it exactly as it was 
would cost $100,000. To rebuild it in fireproofed 
construction with better detail, which would prob- 
ably be done, the cost would be $125,000. The 
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owners would be surprised to find, however, that 
depreciation had made inroads into the replace- 
ment value to the extent of 50 per cent, leaving 
only $50,000 insurable. Loss of the building then 
would seem to mean an actual loss of at least 
$50,000 and possibly $75,000. But the story is 
much worse than that. Since the hospital carries 
but three-fifths of the insurance it should carry, 
it would collect but three-fifths of $50,000 or $30,- 
000. To replace the damage it would suffer a loss 
of $70,000 to $100,000. 


Another Common Error 


Obviously such underinsurance is not only a 
considerable risk, but is also extravagance. Pre- 
miums are paid on the par value of the policies, 
$750,000. Yet the hospital could not collect more 
than 60 per cent of that amount, or $450,000, in 
case of total loss. Practically the effect is about 
a 50 per cent increase in the premium paid per 
$100 of insurance over that given in the policy. 
No hospital would pay a 50 per cent premium for 
coal or cabbages. But many do pay such a pre- 
mium for insurance. 

Let me cite an example of an error of a differ- 
ent, but common type: A certain hospital in a 
large city has an insurable value in its fireproofed 
sections of $1,879,000 on the 80 per cent co-insur- 
ance basis, and carries $1,610,000 insurance. In 
its nonfireproofed section it has an insurable value 
of $80,500, and carries insurance of $293,500. The 
hospital is clearly underinsured in the fireproofed 
section and overinsured in the nonfireproofed por- 
tion. The same amount of gross insurance would 
not only give much better protection, but would 
cost about $1,000 a year less, because the over- 
insurance is on the high rate and the underinsur- 
ance is on the low rate. Naturally the hospital 
could not collect more on the nonfireproofed sec- 
tion than its replacement value. 


Don’t Let Insurance Become Routine 


Nobody at this hospital can explain why it is 
both overinsured and underinsured at the same 
time, at an annual cost of $1,000 for the privilege 
of being poorly protected. The answer is prob- 
ably found in the fact that insurance becomes a 
routine. As buildings were added, someone, with- 
out very much knowledge or very much thought, 
determined the additional amount of insurance. 

Hospitals like this one with numerous buildings 
and numerous policies might well consider “blan- 
ket” insurance—a single policy covering all their 
buildings. This type of insurance invariably re- 
sults in better control even though it may not 
result in reduced premiums. 

The amount of insurance properly carried is 
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variable and the amount to be carried should be 
reviewed once a year. For example, a large hos- 
pital had its buildings appraised in 1920 and the 
insurance fixed at $1,395,000. No further atten- 
tion was paid to insurance until 1932 when a new 
appraisal was made. The amount was then cut to 
$1,130,000 and a proportionate saving was made 
in the premiums. In the twelve-year interval, how- 
ever, the hospital paid out too much money in 
premiums. If the 1920 appraisal was proper it is 
safe to assume that in 1922 the insurance should 
have been reduced at least 25 per cent. In 1926, 
$250,000 in improvements were added but the 
insurance remained unchanged. By 1929 the in- 
surance should have reached a total of $1,500,000 
to $1,600,000, to be again reduced with falling 
building prices and depreciation to $1,150,000 in 
1932. 

Responsibility for adequate hospital insurance 
should be placed upon either the finance commit- 
tee, the building committee or the buildings and 
grounds committee, together with the superintend- 
ent and the president of the hospital. This group 
should be alive to important changes in building 
costs and to any unusual addition of equipment 
to the hospital, and should govern its insurance 
totals accordingly. 


What Appraisal Should Show 


The amount of the policies should be determined 
only after appraisal of the buildings. Such ap- 
praisal will usually be made by the hospital’s ar- 
chitect for a small fee. The appraisal should show 
the year the buildings were erected, the original 
cost, if known, the present replacement value, the 
insurable value (certain portions of the building 
costs are not insurable), the rate of depreciation 
and, finally the current insurable value. 

Many hospitals have found it advisable to have 
but one maturity date each year and to write all 
additional insurance to coincide with this date. 
For instance, if July 1 or December 31 is selected, 
the matter of insurance must be given serious 
thought at least once a year. One-twelfth of each 
year’s insurance premiums should be set aside 
each month toward the yearly total. This large 
sum paid out once a year is a signal to the parties 
concerned and should be a reminder to them to 
reconsider the insurance of the hospital. At that 
time the architect who made the original appraisal 
should be asked to review it and to make such 
changes as are necessary due to further deprecia- 
tion, changes in building costs and major improve- 
ments made during the year. 

Considerable money can be squandered if hos- 
pital authorities adopt a policy of overinsurance, 
either through indifference or through lack of 
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knowledge of the proper amount to be carried. 
Insurance companies pay on replacement value at 
the time of fire, and overinsurance simply means 
waste of the excess premiums paid. 

The purpose of co-insurance is simple. If a hos- 
pital is composed of several sections or occupies 
several buildings, and if fire safeguards are ade- 
quate, it is extremely unlikely that there would be 
a total loss. Insurance companies are, therefore, 
quite content that clients insure up to 80 per cent 
of replacement value. If, however, the unexpected 
should happen and a total loss should occur, the 
hospital would lose the difference between 100 per 
cent of replacement value and the amount covered 
by hospital insurance. This loss can be obviated 
by carrying 100 per cent of insurance, but in most 
cases this is unnecessary and 80 per cent is con- 
sidered good protection. 

Through the efforts of the insurance committee 
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of the American Hospital Association and several 
interested individuals in the insurance field, every 
hospital was offered a free inspection by the re- 
gional inspection bureaus set up by the National 
Board of Fire Underwriters. A large number of 
hospitals availed themselves of this opportunity 
and in almost every instance suggestions were 
made which, if carried out, reduced the insurance 
cost and increased the safety of the patient. 

This opportunity to receive free inspection 
should be used to the utmost reasonable extent, 
not only because it reduces the insurance cost but 
also because the less the fire or accident risk, the 
greater security the patient, employee or visitor 
enjoys. Hospital trustees accept their responsi- 
bility out of a high sense of duty and any plan 
that can make the trust funds represented by the 
buildings or the lives of the inhabitants of the 
institution more safe should be eagerly seized. 





What Type of Postmortem Permission 
Is Legal? 


This question comes from an Eastern institution against 
which suit has been threatened because a postmortem ex- 
amination, permission for which was signed by a daughter 
of the deceased, was performed with no other authoriza- 
tion. It is contended by the attorneys of the plaintiff that a 
form which grants permission for the examination of a 
body after death is not a sufficiently legal document to war- 
rant the hospital to proceed with an autopsy. It is argued 
that an “examination” might imply anything from a mere 
inspection of the body to its actual dismemberment. 

The hospital cannot be too careful in the wording of any 
of its contracts. A postmortem permission represents a 
contract concerning the hospital, its pathologist and the 
nearest relative of the deceased patient, or that person 
who is proposing to meet burial expenses. It is not neces- 
sary to detail here the relationships that create this re- 
sponsibility, except to say that in the case of a man, the 
wife and children—of a woman, the husband and children 
—or, in the case of either, parents or brothers and sisters 
in the absence of those referred to can legally give this 
permission. 

On the other hand, the wording of the autopsy form must 
be carefully considered. One that has withstood a court 
test is a safe form to adopt. Perhaps a form that explicitly 
states that permission to a definite hospital is given by a 
person, whose relationship to the deceased is set down, for 
the performance of an autopsy upon the body of the de- 
ceased is the most acceptable wording. In some cases when 
specimens are taken, it is a fortunate circumstance if the 
hospital is never brought to account for the lack of consent 
for such an action. In some institutions, to the form de- 
scribed is appended permission for the retaining of such 
specimens as the pathologist and the hospital may deem 
proper. When such a permission is given, it seems that the 
hospital is protected from every angle. In addition to the 
precautions described, however, the hospital should defi- 
nitely set down as a specific regulation a description of the 
incisions that may be made as well as a statement as to 





whether a routine autopsy permission makes possible the 
examination of the brain and spinal cord. 

Every hospital should obtain from its counsel a confirma 
tion of the legality of the form being used. A suit against 
the pathologist, or even the threat of such a procedure, is 
likely to disrupt any autopsy policy and for the time being 
at least make it more difficult to obtain permission for post- 
mortem examinations. 





Economies Result in Profit 
tor Hospital 

An excess of cash receipts from all sources over disburse 
ments of $8,905.38, which compares with deficits of $27, 
629.23 and $26,158.54 for the two preceding years, was re 
ported by the Waterbury Hospital, Waterbury, Conn., for 
the fiscal year ending September 30, 1922. A reduction in 
the personnel, salary cuts and the cutting of maintenance 
expenses made this possible. The total deficit from opera 
tion was $100,391.84, and the nonoperating income 
amounted to $109,297.22. 

A total of 5,205 patients were treated in the hospital, 52 
per cent of whom were in the public wards. Over 89 pe 
cent of all patients admitted paid less than the cost of thei: 
care, according to Dr. B. Henry Mason, superintendent. 

A reduction of $12,469.04 was made in the hospital pay 
roll, and $10,903.36 in supplies and expenses, or a total 
reduction of $25,372.40 in operating expenses, notwith 
standing the fact that 1,898 more days of treatment were 
given to ward patients which cost $10,275.15. 

The daily per capita cost for all patients, based on the 
total expenditures in all departments, was $5.44, as com 
pared with $6.03 for the preceding year. 

During the year there was effected a total saving in coal 
and electrical power of $5,549.51, or 1914 per cent ove 
1931. Of this amount $453.46 resulted from a lower price 
paid for coal, $473.44 was due to a reduction in electrical 
consumption, and the balance, $4,622.61, represents savings 
from the installation of a new boiler and stoker. 
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What Others Are Doing 


A New Device for Fastening 
Hospital Gowns 

Tapes on patients’ bed gowns and 
operating gowns have long been a 
problem in the hospital. The tapes 
are continually being torn off in the 
laundry, and frequently they are cut 
off by nurses and doctors after getting 
in hard knots that are impossible to 
untie. Consequently, the hospital linen 
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room is forever sewing on new tapes, 
and the garments soon become shabby 
and have to be discarded and new 
ones provided. 

It is impossible to use a metal fas- 
tener of any sort on a bed gown. But- 
tons cannot be used as they would be 
uncomfortable to the patient and would 
have to be replaced frequently. Zip- 
pers or other fasteners are being used 
on operating gowns with more or less 
success, but they are not considered 
satisfactory for use on hospital bed 
gowns. 

In an attempt to overcome this diffi- 
culty, Harry H. Warfield, superintend- 
ent, St. John’s Riverside Hospital, 


Yonkers, N. Y., has perfected a fasten- 


ing device made of the same material 
as the gown. It consists of two tri- 
angular, or spear shaped, pieces of 
cloth between which a doubled tape is 
siitched. The tape forms the “shaft” 
of the spear and is sewed to the hem 
of the garment. A double stitching is 
used at the edge of the hem to reen- 
force this section. 

The device cannot injure a patient, 
nor is it uncomfortable, as it lies per- 
fectly flat. It will not catch or become 
entangled in the laundry process. It 
greatly lessens the repair work in the 
linen room, and helps to reduce costs. 

Arrangements have been made 
whereby these fasteners will be placed 
on the market so that they may be 
procured by hospitais at a small cost. 


An Emergency Fund That Has 
Proved Its Value 

Several years ago Grace Hospital, 
Detroit, established an emergency or 
contingent fund to meet a situation 
such as hospitals have just passed 
through. This fund helped the hospi- 
tal over the rough places in 1921, and 
has, of course, been of material as- 
sistance in the last three years. The 
source of this fund is certain non- 
specific endowment income, irregular 
contributions, certain refunds and a 
few nonprofessional earnings. The in- 
come does not amount to more than a 
few thousand dollars each year, but 
in the twenty or more years it has 
been in effect, it naturally has accu- 
mulated, and as the necessity for its 
use occurs infrequently, it compounds 
interest. 


Courtesy Card Creates 
Community Spirit 

At the Windham Community Me- 
morial Hospital, Willimantic, Conn., 
it is not an unusual sight to see some- 
one step up to the desk in the front 
lobby and show a card, after which he 
walks over to the staff room, adjoin- 
ing the main lobby or else enters the 
doors that lead into the various corri- 
dors. Investigation reveals him to be 
the holder of a “Courtesy Card,” and 
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as likely as not he is either a minister 
in one of the sixteen towns the hospi- 
tal serves or a secretary of some lodge 
or fraternal organization. 

William B. Sweeney, superintendent 
of the hospital, which has but lately 
opened the doors of its new building, 
is responsible for this little card which 
he mails to all ministers and their 
wives as well as to the secretaries of 
all fraternal bodies in the community. 
This card entitles them to visit mem- 
bers of their parishes or organizations 
at any time they may desire. “The 
privilege of visiting our patients,” this 
reads, “is extended you at any period 
of the day. Please use the staff room, 
first floor adjoining the main lobby for 
conferences, cloakroom and toilet facil- 
ities. The information clerk will en- 
deavor to keep you informed of all 
members of your congregation or or- 
ganization who are admitted to this 
hospital.” The name of the individual 
is on the card as well as the signature 
of the superintendent. 

This is in line with the policy of 
maintaining Windham Memorial as a 
community organization. Incidentally, 
it has been known to happen that a 
pastor or lodge secretary, finding 
someone with whom he is affiliated a 
patient in the hospital and occupying 
inexpensive accommodations, has had 
him removed to better quarters. Thus, 
the hospital has benefited through its 
unselfish desire to render the country- 
side effective service. 


Helping the Unemployed Nurse 


To assist its alumnae to meet the 


depression, the Multnomah County 
Hospital, Portland, Ore., has been 
spreading its employment of floor 


nurses among all its nurses on the 
registry in rotation. Each nurse is 
employed for two weeks, for which she 
receives $50 with room, board and 
laundry. While this is very little for 
each, it has enabled many nurses to 
exist. 

The hospital has also established 
short postgraduate courses which give 
nurses an opportunity to keep in prac- 
tice rather than remain almost en- 
tirely idle during the depression. 
These courses help the hospital also 
since the nurses are not paid. They 
have been very popular, according to 
Mrs. Emma E. Jones, superintendent. 


Probably you can think of one or more practical ways to 
save time or increase efficiency. The Modern Hospital 


will welcome your ideas to put before other hospitals 
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How the Junior League Can Help 
to Popularize the Hospital 


By CHARLES H. YOUNG, M.D. 


ldirector, Mountainside Hospital, Montclair, N. J. 


OME years ago we were accustomed to see 
somberly clad, sad visaged ladies gliding in 
and out among the beds in hospital wards, 

presenting each patient with a single short 
stemmed carnation pink tied to a leaf of lemon 
geranium. The gift was accompanied by a quota- 
tion from the scriptures, sometimes a blessing 
and occasionally a warning. 

Women of mature age and serious mien some- 
times conveyed to the patients a few carefully 
selected books, lending to the sick only those vol- 
umes that might improve the mind or promote 
spiritual welfare. Occasionally a group from the 
church choir came with its contribution of hymnal 
harmony. 

Considerable credit for helping to make the sick 
happy and for helping to create a more cheerful 











The smart costumes and the alert, cheerful manner of 





atmosphere throughout the hospital belongs to the 
Junior League. The somber ladies no longer glide 
in and out, but gay and smartly costumed young 
women flit to and fro. The change is marked and 
good. 

These young women wheel around in their 
library cart rack books on varied subjects. They 
are not so carefully censored as before, but there 
is a greater selection from which to choose and 
the patient does the picking to his own satisfac- 
tion. 

The occupational therapy department, main- 
tained and managed by the Junior Auxiliary, offers 
a daily output of animal distortions to be sewed 
and stuffed and painted in vivid colors and even- 
tually to bring joy to those who receive them. Then 
there are toys and rugs, belts and bags to be made, 


the Junior League members help to cheer the sick. 

















46 





linens to be embroidered and diverse articles de- 
signed to guide idle hands to useful toil, to shorten 
the tedious hours of convalescence and to divert 
the mind from troubled thought. 

To the front door has also come a marked 
change. Formerly there sat at the information 
desk the hostess, an elderly lady whose duty it was 
to radiate a smile of welcome to all who entered. 
Hers was not a simple task. It was easy to smile 
at some but it was hard not to laugh at others. 
There were also difficult situations with exasper- 
ating persons when it was painful for the hostess 
to pretend a pleasantness she did not feel. The 
hostess was usually the widow of a doctor or a 
clergyman and had secured her position through 
some influential person. 


Perform Many Tasks 


Two green-smocked Junior Leaguers have re- 
placed the hostess. These girls see everyone who 
enters, announce visitors and direct them to the 
elevator. They push patients in wheel chairs to 
the laboratory, the x-ray room or the physiother- 
apy department. They sort mail and envelop 
letters for the cashier and the credit manager. 
They address envelopes and send out notices. They 
see that flowers, gifts and packages reach the pa- 
tients. They guide salesmen away from the direc- 
tor and to the purchasing department. They take 
messages for doctors and others. They find out 
why people are waiting in the reception rooms 
and thus avoid needlessly long waits. 

Information desk girls are chosen from those 
older in League work, usually associate members. 
Many of them are married. They cover the desk 
from 9 a.m. to 5 p.m. They are required to arrive 
on time. 

Younger League members act as clerks behind 
the admitting desk in the out-patient department, 
collecting and recording routine information on 
patients’ cards and charts. When the patient offers 
to pay his admission fee they accept it and pass 
him on to the clinic. When he is reluctant to pay 
they pass him on to the registrar or the social 
service department. 

Other work done by the League includes the 
folding of gauze and making of dressings in the 
operating and central surgical supply rooms, the 
routing of patients and clerical work in the physio- 
therapy and other departments. They act as 
guides in the ward and private floors, serve in the 
staff library and perform many miscellaneous 
tasks. 

In years to come it will be good for the hospital 
to have in its community a large group of women 
who possess an intimate knowledge of their hos- 
pital and who can explain, praise and defend it. 
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Here, too, are the future members of the board 
of trustees or ladies’ auxiliaries. Board members 
are usually influential citizens of mature years 
who have established positions and reputations in 
the community but who have seldom had expe- 
rience in hospital management. If women are not 
eligible for board membership, perhaps former 
League members, as wives of board members, will 
find opportunity to exert a beneficial influence. 

The work of the League is not haphazard. Each 
branch of work has its chairman who is always 
ready to consult with the department heads and 
the director. Meetings, lectures and discussions 
are held from time to time. Members are in- 
structed in ways and means of helping the hospi- 
tal, of spreading good reports and of educating 
the public in hospital matters. 

Some persons may fear that these girls are 
noisy, boisterous and dangerous to hospital disci- 
pline. No hospital is compelled to tolerate the 
presence of persons who are detrimental to its 
interests. The Junior League does not wish the 
institution to be meek about eliminating unruly 
members. Their system provides that if a girl is 
unsuited to the work assigned her she is trans- 
ferred to some other branch of League activity. 

It is sometimes argued that League members 
do not do anything that cannot be done better by 
a paid employee. This is true, in one sense, if the 
right employee happens to be secured and if the 
hospital is able to pay the salary. On the other 
hand, the paid employee cannot affect the general 
atmosphere of the hospital so favorably as can the 
Junior League members. 

Assuming that the paid employees are on the 
job, the hospital may still benefit by allowing the 
League members to relieve the employees of many 
details so that they will have more time for essen- 
tial duties. 


One Hundred Girls Do Volunteer Work 


The Junior League of Montclair, N. J., has been 
in existence for twelve years. It has 257 members 
and nineteen provisional members. Of these 126 
are active members and the others are associates. 
The latter have completed five years of active 
work. Most associate members continue in the 
field in which they are most interested and they 
are the ones who are placed in hospital work to 
help train younger members. The provisional 
members must train in social service and civic 
fields before they can obtain active membership. 

The Junior Auxiliary of Glen Ridge, which 
works with the Montclair group, has seventy active 
and fourteen provisional members. Between the 
two organizations, there are about 100 girls giving 
one-half day a week to Mountainside Hospital. 
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The Out-Patient Department Requires 
Caretul Planning 
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By S. S. GOLDWATER, M.D. 


WO distinct tendencies may be observed in 
current medical thought in America. The first 
stresses the varied interests and resources 

of modern medicine and the consequent indispen- 
sability of the specialist. The second emphasizes 
the individuality of the patient, calls attention to 
the limited knowledge and the frequently distorted 
viewpoint of the specialist, demands an integrated 
medical service and maintains that unbridled spe- 
cialism tends to develop methods that are specious, 
hazardous and costly. 


Functions of the Out-Patient Department 


The out-patient department of the general hos- 
pital in America represents an attempt on the part 
of hospital administration to reconcile these two 
conflicting tendencies and to place at the disposal 
of the masses an ambulatory medical service so 
organized that the specialist can practice his art 
in wholesome association with others and not in an 
atmosphere that affords no corrective for unbal- 
anced thinking. In other words, the typical Amer- 
ican out-patient department is organized and 
equipped for group practice; it is as many-sided 
as modern medicine is many-sided; its equipment 
for diagnosis and treatment is flexible and is 
arranged to facilitate consultations ; it is prepared 
not only to deal effectively with minor ailments but 
to undertake the complete investigation of such 
complicated illnesses as may be properly studied 
without confining the patient in bed. Experience 
in America demonstrates ever more conclusively 
that the proper utilization of the out-patient de- 
partment or polyclinic goes a long way toward 
avoiding unnecessary hospitalization. It reduces 
the cost of hospital maintenance by diminishing 
the number of days of hospital care, and it lessens 
the wage earner’s period of enforced idleness. 

If, as many careful observers believe, future 
progress in medicine is most likely to occur at the 
expense of surgery, if it is to stress health habits 
and the prevention of disease by making use of 
improved nutrition and by recognizing the influ- 
ence of the mind on disease, the relative impor- 
tance of the out-patient department in the hospital 
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scheme is destined to increase. Time and thought 
devoted to the planning and organization of this 
division of the hospital will not be wasted. 

Now, one has only to consider what group medi- 
cal practice means, to perceive that the traditional 
Continental or European method of treating out- 
patients in separate ambulatoriums, each attached 
to a hospital department occupying its own build- 
ing, does not conform with contemporary science. 
The advantage lies with the general dispensary, 
for while the patient who needs the attention of 
only a single practitioner or clinical department 
does not suffer in any way from the proximity of 
other divisions in a general out-patient depart- 
ment, the patient who requires the attention of 
several departments suffers materially when, in 
order to obtain this varied service, he is compelled 
to travel from building to building. Under the 
European system, results of the various examina- 
tions cannot be considered by the distantly coop- 
erating consultants face to face and with the 
patient before them. They must be appraised in 
an impersonal manner by a referee on the basis 
of assembled records whose varied facts may be 
difficult to reconcile or to integrate. Absent treat- 
ment is all very well for the faith healer, but it 
does not commend itself to scientific medicine. 


Some Fundamental Considerations 


If I have not overemphasized the importance of 
the out-patient department in present and future 
hospital practice, the planning of out-patient de- 
partments must be regarded as a major problem 
in hospital architecture. But before any attempt 
is made to develop out-patient plans in detail, an 
understanding should be reached among interna- 
tional collaborators in relation to the basic needs 
of an effective scheme of administration. If the 
participants in the Third International Congress 
can reach an agreement on this point, it will then 
be in order for the succeeding congress to develop 
in detail the major elements of a fundamentally 
sound plan. Among the points to be considered in 
the development of such a plan are: 

1. Accessibility to patients. 
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2. Physical relation of the out-patient depart- 
ment to the main hospital building. 

3. Internal grouping of clinical departments 
according to degree of common interest or joint 
practice. 

4. Auxiliary departments for laboratory inves- 
tigation and therapy. 

5. Extent to which central diagnostic and ther- 
apeutic facilities can be advantageously used by 
both in and out-patients. 

6. Circumstances in which duplication of equip- 
ment is permissible or advantageous; e.g. de- 
partments which require local laboratories for 
rapid blood determinations, urinalysis, chemical 
tests, bacteriologic tests and fluoroscopy. 

7. Allocation of space to various departments 
in proportion to need (this involves a preliminary 
study of the requirements of each department and 
the eventual reconciliation of conflicting demands). 

8. Space arrangements adapted to examination 
and treatment in highly specialized departments. 

9. Size and equipment of examining and treat- 
ment rooms of a more general nature; i.e. rooms 
which can be used successively by clinical divisions 
having similar technical needs. 

10. Opportunity for future expansion of indi- 
vidual departments and of the dispensary as a 
whole. 

11. Routing of patients through the admitting 
office, through one or several clinical divisions, 
according to need; through laboratory and tech- 
nical departments, pharmacy and social service 
department. 

12. Entrances and exits. 

13. Space-time elements involved in individual 
examinations and treatments. 

14. Proportion of space required for waiting 
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patients in dispensaries with and without an ap- 
pointment system for individual patients. 

15. Possibility of space saving through the suc- 
cessive use of the same quarters by different clini- 
cal divisions. 

16. Class or assembly rooms for the didactic 
instruction of groups of patients in hygiene. 

17. Utilization of out-patient department space 
for the after-care of discharged hospital patients. 

18. Functions and space requirements of a cen- 
tral record room. 

19. Means for the prompt isolation of patients 
with communicable diseases. 

20. Sanitation (cleanliness, ventilation, orienta- 
tion). 

21. Noise control. 

22. Mechanical equipment 
plumbing). 

23. Stairways; ramps; elevators. 

24. Comforts for medical staff and medical stu- 
dents. 

25. Accommodations for social service workers, 
nurses, technicians and minor personnel. 

26. Materials for construction and finish. 

27. Built-in, or attached, and portable, or re- 
movable equipment. 

Before any attempt is made to deal with inti- 
mate problems of planning, it is also desirable 
that an agreement be reached on the all-important 
basic question: Shall the general hospital have one 
out-patient department or many? This question 
should be considered primarily from the stand- 
point of hospital administration, which aims at 
the creation of physical conditions most favorable 
to effective medical practice.' 


(heating, lighting, 


' Read before the Third International Hosaital Congress, Knocke Sur 
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Complete Follow-Up Histories 
Are Important 


“During the past year a widespread request by the Amer- 
ican College of Surgeons for the results obtained in cancer 
cases that were treated in 1924, 1925 and 1926 brought a 
large number of replies, expressions of willingness to coop- 
erate,” Dr. Bowman C. Crowell reported in a discussion at 
the annual conference on hospital standardization. Doctor 
Crowell is the director of clinical research of the American 
was unknown. Gratification came from the number of 
the replies contained the confession that records of those 
years were so incomplete as to make them valueless and 
that the condition of the patient after leaving the hospital 
was unknown. Gratification came from the number of 


replies that indicated that our request had led to the instal- 
lation of new record systems with follow-ups. 

“The complaint so frequently heard of the difficulty 
encountered in inducing patients to return for reexamina- 


tion is in large part due to the dereliction of their medical 
advisers in not stressing its necessity. We all know that 
such a procedure is possible and that individual surgeons 
and hospitals have been able to keep in touch with a large 
percentage of their patients from five to twenty-five years 
or longer. What can be accomplished by one can be accom- 
plished by all. The diabetic patient probably presents the 
best example of what can be done in the way of follow-up 
through a process of education, and possibly a little of 
intimidation over the results of failure to report regularly. 
First of all there is the necessity for a sufficient realization 
of the importance of this work on the part of the hospital. 
Then the urge to do it will supply the means. 

“From the practical standpoint we are frequently told 
that the patient returns to the doctor’s office rather than 
to the hospital and that the hospital records thus suffer. 
Coordinated and persistent effort on the part of hospital 
executives will enable them to find means of making the 
essential facts concerning the future course of the patient 
available to the hospital at a minimum of expense.” 
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A Tramp Abroad 
in the Hospital 
Field—Part II 


Italy, Austria, Germany 


By 


4 


A. G. STEPHENSON 


Stephenson and Meldrum, Architects, 
Melbourne, Australia 


ND now for Rome, with its monuments and 
tradition, its dust and dirt! One does not 
travel to Rome to study modern hospitals, 

but, once there, there is an institution—I think the 
finest in all Italy—tthat should be visited. That is 
Ospitali Littorio, situated outside the city a little 
way, on a barren rise overlooking the valley of 
the Tiber. 

recently completed, this hospital houses 800 pa- 
tients besides many interesting departments. It is 
built on a great open pavilion plan, the pavilions 
being laid out symmetrically and covering a hun- 
dred acres or more. There are no covered connec- 
tions between the various departments, and en- 
closed electric cars are used for the transport of 
foods, patients, nurses, doctors and attendants 
from one section of the hospital to another. 

The population of Rome is 2,500,000 and there 
are five large public hospitals administered by the 
St. Vincent’s Order of Nuns. These nuns act as 
nursing Sisters and are in charge of wardsmen 
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and male nurses who constitute the main staff of 
the hospital. In the pharmacy building at Ospi- 
tali Littorio serums are prepared for all the hos- 
pitals in Rome. The x-ray department is the larg- 
est one I have ever seen. In no other hospital have 
I seen such complete care of milk and its distribu- 
tion to the wards. 

It is interesting that, in this strangely uneco- 
nomic layout, each department in itself is com- 
plete, well planned and well equipped. But the 
problems of transport and the enormous expense 
involved, made me appreciate fully the advantages 
of block hospital planning. 


» ~ ‘ y * « > 

tome holds many strange a ae 
contrasts—the new with the sates. carefulls 
old—but always it is Italian kept lawns, walks 


and shrubbery of 
the garden at Kin- 
dergarten Sandlei- 


to the core. Old Roman hos- 
pitals are as interesting as 
the forums. There is a con- 
sciousness of stepping into 
the early sixteenth century 
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The top picture shows one of the many beautiful kindergarten bathing pools 

to be found in Vienna. These kindergartens are a part of the vigorous cam- 

paign of the health authorities for the prevention of disease. At one great 

state institution in Vienna, the Wilhelminespital, new independent buildings 

have been erected for dermatology, for syphilis and for internal medicine. 

The lower picture shows the new building for internal medicine at this 
institution. 
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as one enters the old monastic hospitals, with fifty 
beds arranged in a row on either side of a highly 
decorated and domed chapel, with all the gorgeous 
symbolism of the Holy Roman Church—high altar, 
great canopies and beautifully modeled figures of 
the Virgin. This chapel separates the wards. 

Walls in some cases are at least twenty-five feet 
high. Windows, covered with the dust of ages on 
the exterior, let in meager light, from their posi- 
tion fifteen or twenty feet high. The nursing of 
the nuns is tireless. They understand the people, 
who love them for their firmness, their gentleness 
and their interest. 

It is good to visit these old hospitals where there 


The finest hospital in 
Italy is the Ospitali Lit- 
torio, Rome. Recently 
completed, this hospital 
is built on a great open 
pavilion plan. The pa- 
vilions are laid out sym- 
metrically and cover a 
hundred acres or more. 
Enclosed electric cars 
used to transport 
food, patients, 
and doctors from 
section of the hospital 
to another. This picture 
shows the administra- 
tion block. 


are 
nurses 
one 


is nothing at all to learn about organization and 
design, where there are no cash desks, no checking 
or admitting clerks, no uniformed attendants to 
open the doors, no stereotyped formula or ques- 
tionnaire for examination—only a simple proce- 
dure in simple surroundings. Such an atmosphere 
seems more in sympathy with the sick. 


Now for Austria! 


I left Rome for the long trip to Budapest, but 
there I found more benefit from the beautiful ter- 
race gardens, the great bridges over the Danube, 
the baths and playgrounds of the people than from 
the study of the hospitals. Little has been done in 
Budapest which has not been far surpassed in 
Vienna. This latter city, long the center of medi- 
cal culture on the continent because of its famous 
professors at the eye, fracture and skin disease 
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clinics, still retains its preeminence in those de- 
partments. 

It is strange to visit these world famous clinics, 
most of them in old hopitals with narrow stair- 
ways leading to the entrances. They are famous 
for their work because, after all, it is the professor 
and the doctor and the specialist who make the 
name, not the building. Nevertheless, it is ex- 
tremely gratifying to hear such an eminent man 
as Professor Doctor Baumgarten speak of the 
great advantages of his new tuberculosis building 
at the Stadt Hospital and of the benefit derived by 
the people in the new Roentgen Institute. In this 
institute are large quantities of radium. It is ap- 





plied mostly in wax molds. They had not at that 
time developed the radium bomb so skillfully de- 
vised in other cities that I shall refer to and in 
Michael Hospital, Chicago, by Dr. Max 
Cutler. 

It is hard to understand in countries outside of 
Europe what a tragedy the end of the Austrian 
Empire has been. Vienna, great center of the 
world’s riches for a thousand years and the capi- 
tal of a nation of sixty millions or more, is now 
the center of a state of about six million, and is 
itself the principal state, comprising two-thirds of 
the population of the country. Its population now 
is about 2,000,000. 

It was housing conditions that the country first 
endeavored to improve after the war. To give 
some idea of the enormity of the program, the 
municipal government of Vienna alone set out to 


Reese 











build 65,000 dwellings. These are in great blocks 
three or four stories high. Each group of houses 
for, say, 3,000 families has in its confines a dis- 
pensary and maternity, dental and children’s 
clinics. All these are well arranged and splendidly 
equipped. 

War is being waged against tuberculosis. I 
think the new tuberculosis building at the Stadt 
Hospital is the finest I have seen in all Europe, 
unless it is surpassed by the one just completed 
in Palmio, Finland. An interesting innovation 
in this connection is the machinery evolved 
by the health department for removing children 
who are in danger of contracting tuberculosis in 
the home to the care of a strange family. Health 
authorities claim to have reduced the death rate 
from tuberculosis by twelve per ten thousand of 
population through stringent efforts since the war. 

At another great state institution, the Wilhel- 
minespital, new independent buildings have been 
erected for dermatology, for syphilis and for in- 
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The Hospital for Skin and Venereal 
Diseases, Leipzig, Germany, is one 
of the newer institutions in the 
country. 








ternal medicine. These are all large and excep- 
tionally efficient in plan. In Austria, as indeed in 
all Germany, few new hospitals have been built 
since the war, but the Austrians have developed 
certain departments and housed them in fine build- 
ings. Some smaller hospitals, of course, are com- 
pletely new. Most of the old hospitals had been 
built on the pavilion plan and the addition of new 
departments was far more economical than any 
reconstruction program. 


The Vienna Kindergartens 


One of the most interesting clinics in the whole 
of Vienna is the new Gastgewerke-KrankenKassa. 
This is an out-patient department built by and for 
the use of the Waiters’ Union of Vienna and their 
dependents. About 25,000 members of this union 
in Vienna support the clinic entirely from union 
subscriptions. A permanent staff of medical men 
is employed to care for an average daily attend- 
ance of 650 patients. All treatments and all medi- 
cines are supplied free of charge. A system of 
employees’ insurance makes it possible for such 
an organization to exist, the employer’s share be- 
ing about one-half the cost. After a year of opera- 
tion almost every department had outgrown its 
capacity. Especially does it seem necessary to al- 
low ample room for the growth of the medical de- 
partment. Again and again I have found that 
growing pains are first noticeable in this depart- 
ment. 

The Gastgewerke-KrankenKassa is six stories 
high. Patients are distributed to various clinics 
from an inquiry desk on the second floor where a 
medical man is always in attendance to give pre- 
liminary diagnosis. 

The greatest man in the health departments of 
Austria is Prof. Dr. Julius Tandler, to whose in- 
fluence advanced conditions for protection of pub- 
lic health and for general hospital conditions are 
largely due. He believes in limiting the size of 
hospitals to 800 beds and feels that the tendency 
toward segregation of patients as developed in 
America is not to the best interest of the patient. 
He contends that six to ten-bed wards are best. 
Most notable of all his welfare work is the devel- 
opment of kindergartens in Vienna. It was here 
that the vigorous campaign of health authorities 
for the prevention of disease was started. Chil- 
dren are carefully examined when first handed 
over to the kindergarten and are kept under sur- 
veillance until they are drafted to a higher school. 
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A view of St. Antonious Hospital, 

Berlin, from the driveway leading 

to the main entrance of the insti- 
tution. 


I can imagine nothing more beautiful than these 
little children’s gardens. Rich colors and beautiful 
harmonies are used throughout the children’s sur- 
roundings. Beautiful statues, paintings and mural 
decorations create a perfect atmosphere for the 
children and provide inspiration for those who 
work among them. Kindergarten Sandleitengasse 
is perhaps the most beautiful of these buildings. 

And so we must leave Vienna with its social 
government and perilous finance, its nineteenth 
century palaces and beautiful gardens, its new 
housing projects and squalid streets. There is 
much to learn in Vienna from its new hospital 
buildings, its kindergartens, its welfare work, and 
its vigorous campaign against disease. 

In Austria and Germany one constantly sees 
results of the war. The attitude of authorities in 
Vienna is understandable. They are impoverished 
and there is no means of developing trade. They 
are hedged around by foreign countries which 
were until recently part of their own empire. The 
young men and women have been physically af- 
fected as a direct result of a diet of potatoes— 
and not too many of them, either—during the 
closing years of the war. Undernourishment and 
insufficient variety of food have reduced their re- 
sistance. The youth of the country are suffering 
not only from the result of partial famine but also 
from present economic conditions. The rest of the 
world has no idea of the privations suffered by 
the people in western Europe and England. Every- 
thing they discuss dates from the war, or refer- 
ence is made to “prewar days” as a time when the 
nations of Europe basked in the sunshine of peace 
and plenty. 


We Arrive in Germany 


The Germans have spent large sums of money 
building new hospitals, markets and housing 
projects for the people. Tradition plays a tremen- 
dous part in Germany, a fact which accounts for 
some of the differences between German and 
American hospitals. In America hospitals are sup- 
ported by donations and voluntary service of doc- 
tors. Some university hospitals are staffed by per- 
manent doctors, but this is not the rule. American 
municipal and state institutions have permanent 
staffs, with some visiting specialists in certain de- 
partments. It is estimated that 60 per cent of the 
beds for the sick in America are supported by 
‘oluntary service and voluntary donations. 

In Germany, Switzerland, Austria, Norway and 
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Sweden the situation is very different. Hospitals 
in these countries are all staffed by permanent 
doctors. A doctor must make up his mind on fin- 
ishing his course whether he is going to be an 
independent practitioner or a hospital doctor. He 
prefers the latter because it gives him opportuni- 
ties for research and for special work that he can- 
not get outside. He goes into a hospital and in due 
course becomes assistant to the professor in whose 
department he specializes. It may be many years 
before he has a chance to step into his master’s 
shoes. When he does he is obsessed by his master’s 
viewpoint and often inflexible in his ideas regard- 
ing interference with his particular department. 

No doubt there are advantages, from the pro- 
fessor’s point of view, in having his department 
isolated from other departments, in a separate 
building if possible. Surgeons like separate oper- 
ating rooms for their own use, regardless of prac- 
ticability, and, if they are important enough, they 
gain their point. And so we find departments 
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scattered about, some as separate pavilions, but 
joined in some way with the administration build- 
ing. Frequently on the continent departments 
have separate buildings and each building is a hos- 
pital unit in itself. It may even have its own 
kitchen. 

I am convinced that any plan which does not al- 
low reasonable flexibility is unsound, that is, quite 
apart from the point of view of office administra- 
tion and running costs. So, the more I studied the 
continental plan, the more it was necessary to get 













The tuberculosis pavilion, Wilhelmina Hospital, Vienna. 


at the reasons for it. The theory that disease germs 
are air borne, on which the continental pavilion 
plan was based, is no longer generally accepted. 
It may be that department chiefs became so used 
to that form of hospital development that they 
were reluctant to change it. But the real reason 
for the pavilion plan, to my mind, is the special- 
ist’s desire to isolate his department. The chief 
offender in this respect is the x-ray specialist 
whose department, more than any other, should 
be an integral part of the whole organization. 


A Typical German Hospital 


Coming to Munich is like entering another 
world. It is typically German—full of tradition 
and beauty. Its very monuments, memorials and 
buildings reveal the character of its people—thor- 
ough, methodical and sincere. 

Some little distance out of the city, which has a 
population, I think, of about 600,000, is the 
Schwabing Hospital. Built before the war, it typi- 
fies the pavilion type of the period—miles of cor- 
ridors and endless horizontal distances. To all 
intents and purposes it is exactly equivalent to a 
good American community hospital although it is 
larger and is staffed entirely by paid workers. 

Patients are divided into first, second and third 
classes at rates of 15, 13 and 7 marks, respec- 
tively. Patients proving their inability to pay 
are cared for without charge. At a normal rate 
of exchange, first class or private attendance in- 
cluding all medical care would cost $3.75. Special 
cases of the professor must pay him a fee in ad- 
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dition. The professor is the only doctor in a Ger- 
man hospital who may have his own private pa- 
tients. His salary is less than that of other doctors 
in the hospital and often a special suite of private 
rooms for his patients is set aside for his exclu- 
sive use. 

The Schwabing Hospital is, of course, a medical 
school, with Prof. Dr. Hermann Kerschensteiner 
as its director. I should like to describe this insti- 
tution fully for it is a typical German hospital. It 
has long been a research center. After the war 
the Rockefeller Foundation gave a grant for a 
special research laboratory. The shell is com- 
pleted but there have not been sufficient funds to 
complete the project. 


Beer Is Now Served the Patients 


There is no out-patient department for adults 
but a children’s clinic occupies its own separate 
building. Bed capacity of the hospital is 2,000 
and the nursing staff is controlled by the Catholic 
Sisterhood. 

Here we find a typical German physiotherapy 
department with countless electric machines for 
exercising every part of the body. This depart- 
ment has fallen into disuse. The fact that many 
such departments lie idle in Germany should teach 
us not to carry new features to an extreme. Great 
importance is attached to all forms of hydro- 
therapy—mud baths, douche rooms, vapor baths 
and all forms of Turkish baths with massage, hot 
air and diathermy treatment. Germans contend 
that there is great value in bathing with mud from 
the Black Forest region. This form of mud bath 
is complicated and requires special tubs and at- 
tendants. The Schwabing Hospital would not be 
without this form of treatment which has proved 
so beneficial in cases of rheumatism. Another as- 
tonishing departure is the hot sand bath treatment 
to which I shall refer later. 

Professor Doctor Kerschensteiner suffered 
greatly in the war and it seemed to me that the 
black cloud of war still hung over him. Only when 
we came to the diet kitchens and I asked him why 
all the great beer mugs were hanging there on a 
special fitting against the wall did he display 
some humor. It appears that before the war beer 
could not be given to patients. But after many ex- 
periments hospital officials became convinced that 
in many forms of diet good Munich beer has a 
beneficial effect and it is now served freely to pa- 
tients. Professor Doctor Kerschensteiner contends 
that had beer been plentiful during the last days 
of the war, there would never have been a revolu- 
tion in Munich. 

The discussion of German hospitals will be con- 
tinued in Part III of this series. 
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The Hospital Is No 
Stronger Than Its 


Nursing Service. 


By ELIZABETH A. GREENER, R.N. 
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Facing every hospital today 1 is the 
problem of reorganizing its nursing 
service. A well developed reorganiza- 
tion program mvolves the closing of 
many schools, the use of large groups 
of graduate nurses and nurse helpers 
and reduction in numbers of students 
entering nursing schools. Practical 
suggestions for ‘adjusting hospital 
nursing service to todays peculiar 
require ‘ments are here enumerated 


Superintendent of Nurses, Mount Sinai Hospital, New York City 


to the hospital’s ultimate success than does 

the department of nursing. Certainly no 
department faces greater difficulties or more 
involved problems. To the medical service, an 
intelligent and cooperative nursing service is in- 
dispensable. The satisfaction and good will of the 
patient who receives a fine quality of nursing serv- 
ice during a period of illness is one of the hospital’s 
richest and most prized assets. The interest of the 
community in the hospital and its loyal support 
are decidedly influenced by the type and quality 
of its nursing service. 

In considering fundamentals in connection with 
this important subject, certain questions, inevi- 
tably arise. (1) What are the basic requirements 
of a well organized nursing service? (2) Where 
does the responsibility rest for successful nursing 
performance? (3) What are the outstanding diffi- 
culties experienced in providing good nursing 
service? (4) What are the nursing needs of the 
hospital and how can they best be measured? (5) 
To what extent is student nurse service desirable? 
(6) What changes are needed to bring about im- 
provement in the nursing service and how can 
they be best effected ? 

The prime object of nursing service is to ensure 
xood nursing care. The phrase, “good nursing 
care,” must be interpreted literally to mean the 
care actually needed in each case to fulfill properly 
the hospital’s nursing obligations to the patient, to 
the medical staff and to the patient’s family. 

If adequate and satisfactory nursing care is to 
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*This article is one of the Hospital Organization Series, under the 
rection of Dr. Winford H. Smith. 


be given the hospital must maintain as the mini- 
mum basic requirement for such service (1) an 
efficient, well organized staff of nurse executives ; 
(2) a well qualified staff of teaching supervisors 
and head nurses to safeguard the type and quality 
of the service; (3) the required number of nurses, 
graduate or student, together with the necessary 
number of supplementary helpers to produce such 
service, and (4) a sufficient time allowance to 
enable nurses to give to each individual good 
nursing care. 

Results in the hospital’s nursing service will de- 
pend upon the ability of the nursing officials to 
translate into terms of nursing service the hospi- 
tal’s responsibility to its patients and into terms 
of nursing education its responsibility to its stu- 
dents and staff nurses. In order to ensure good 
results, sympathetic and liberal support must be 
given to the nursing administrative staff. No way 
has yet been discovered to ensure success or satis- 
faction in connection with the nursing service 
without the three essential requirements—ade- 
quate personnel, sufficient time and qualified super- 
vision. 

Nursing Service Needs Careful Supervision 


The nursing department of the entire hospital 
should be placed under the control of an efficient 
experienced head, supported by the necessary 
number of assistants, supervisors, instructors and 
head nurses. This administrative staff is respon- 
sible for the distribution and control of a well 
arranged, well balanced service, sufficiently flexi- 
ble in character and number to make available a 
relief group for services that become heavy and 
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overtaxed, or to supply relief during periods of 
illness or during vacations. At all times the execu- 
tive nursing staff should study and adopt the best 
and most satisfactory methods. Any tendency 
toward mediocre nursing, low standards, poor 
techniques and unprofessional attitudes should be 
carefully avoided or corrected. 


Duties of the Administrative Group 


A few of the important duties or functions of 
the administrative and supervisory group of the 
hospital in its relation to the students or graduates 
performing bedside duties are the following: 

1. To teach the importance of understanding 
not only the physical but also the social and mental 
aspects of each case cared for and to emphasize 
that the comfort, protection and welfare of every 
patient is the nurse’s greatest responsibility. 

2. To make sure that all nursing duties, whether 
routine or technical, are carried out quietly, effec- 
tively and intelligently in order that patients may 
derive the fullest benefit. 

3. To understand and show due consideration 
for the harassing complexity of the daily pro- 
gram facing nurses on the ward and to bring about 
system, order and good standards by sympathetic, 
helpful assistance and guidance. 

4. To stress the need for an alert, interested, 
cooperative attitude toward the medical staff and 
to work with them whole-heartedly to bring about 
the best possible medical results. 

5. To study and analyze all nursing methods 
and ward procedures with a view to simplification 
of process and elimination of unnecessary meas- 
ures or obsolete procedures. 

6. To make certain that nurses understand the 
nature of the diseases being treated and the type 
of nursing service required, especially in difficult 
or unusual cases. 

7. To promote friendly, courteous relationships 
between the nursing group and all other organized 
hospital departments. 

8. To realize that no matter how well standard- 
ized as a whole the hospital may be, each ward is a 
complete and separate unit with its own peculiar 
problems and needs and that each ward presents 
all, or nearly all, of the required elements for 
nursing experience and affords an ideal field in 
which to bring about improvement in the nursing 
service through the maintenance of a carefully 
directed educational program to consist of clinical 
experience, nursing tehnique and ward manage- 
ment. If a better type of head nurse and hospital 
executive is to be produced to meet the needs of 
the future, the preparation for such service must 
necessarily start from the first day on which the 
young student is placed on the hospital ward to 








apply the various theories and practices taught in 
the classroom. 

Questions frequently arise as to the amount of 
supervision required. The Committee on the 
Grading of Nursing Schools states that its studies 
offer convincing evidence that “student nurses 
often have to work without adequate supervision 
because most hospitals do not provide enough 
graduate workers to make adequate supervision 
possible. . . . Both on day and night duty there is 
an accepted minimum number of graduate nurses, 
and this number has apparently little relation to 
the number of patients or of students.” 

In further relation to the amount of supervision 
necessary, the committee suggests that those re- 
sponsible for the character of the nursing service 
ask themselves the following questions: Are there 
enough workers on the ward so that every patient 
can receive good nursing care, and so that every 
student can give good nursing care without being 
conscious of pressure to get work done? Are there 
enough graduates so that each student can work 
under the close direction of a skilled graduate 
nurse? Are these graduates good nurses and good 
teachers? Do they think about the patients, and 
do they think about the students as they work? 

Regardless of whether or not the hospital main- 
tains a school of nursing, these questions are most 
pertinent. Every nursing group needs the stimu- 
lating supervision of nurses meeting the third 
requirement of the grading committee. 


Some Difficulties to Be Met 


Medical and nursing authorities recognize the 
growing need for a carefully considered program 
to determine and establish, if possible, a definite 
line between medical and nursing services. The 
need for a clearly defined policy becomes more 
evident as a result of the constantly growing tend- 
ency on the part of medical men to relegate to the 
nursing staff many technical treatments or serv- 
ices, especially those of a routine character. This 
change of attitude on the part of the medical staff, 
bringing as it does added responsibility to the 
nursing staff, emphasizes the need for better and 
more liberal preparation of the student nurse in 
order to qualify her to meet such responsibility. 
It also calls for re-evaluation and adjustment of 
many long established theories and practices on 
the part of each group. 

The nursing service of the general hospital ward 
or floor, even in the best type of hospital, leaves 
much to be desired in finish and thoroughness. It 
must also be admitted that the service in actual 
performance often falls far short of the desires, 
expectations or intentions of those responsible for 
such work. This condition is due primarily to the 
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complexity of the hospital itself with its conflicting 
situations, its constant change of personnel and its 
variations of service, both in the type and number 
of patients cared for. 

Let us enumerate some of the difficulties faced 
by hospitals in giving satisfactory nursing service. 

There are frequently too few nurses, sometimes 
because of an actual shortage and sometimes be- 
cause of inequalities of service which are impossi- 
ble to foresee and difficult to adjust. This results 
in insufficient time for necessary nursing duties, 
techniques and treatments. The efficiency of the 
nursing staff is seriously handicapped by too many 
and too frequent changes in its personnel. It is im- 
possible to maintain a systematic nursing régime 
with a constantly changing corps of nurses com- 
bined with an unstable, fluctuating ward service. 


Supervision Is Inadequate 


There is an insufficient amount of supervision 
and ward teaching and consequently there is little 
correlation in the mind of the average ward nurse 
between the nursing task being performed and the 
desired medical results. In many cases, even 
though the ward instructor were to stand at the 
side of each student or the staff nurse, the time 
allotted for each task is so limited and the stress 
of work so great that it is doubtful whether the 
desired result would be satisfactorily attained 
without great nerve stress and strain. 

There exists a lack of proficiency on the part of 
inexperienced young student nurses, combined 
with a tendency on the part of those in charge to 
assume that they are fully qualified to give expert 
nursing service when in reality they are possessed 
only of that “little knowledge” which is admittedly 
a “dangerous thing.” Which of us would volun- 
tarily select the first-year student to care for us in 
a serious illness, no matter how excellent her pre- 
liminary training or her intentions? 

Further difficulties frequently arise as a result 
of shortage of supplies or linen or lack of stand- 
ardization of equipment or method. The general 
plan or layout of the hospital itself is a decided 
factor in aiding or defeating a good nursing pro- 
gram. The nursing work is often nearly doubled 
because of long distances to be traversed or be- 
cause of lack of centralization and correlation of 
all working departments, such as service rooms, 
utility rooms and linen rooms. 

When the hospital admits patients it automati- 
cally becomes responsible for providing adequate 
nursing service. The service must be of a quality 
that will render the greatest possible benefit to 
the patient and of a character that will prove com- 
forting, soothing and conducive to normal and 
rapid recovery. The amount of nursing care re- 
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quired for each case admitted to the hospital varies 
as greatly as does the type of patient. Some pa- 
tients need almost continuous care for a prolonged 
period of time. Others require little except daily 
routine care and treatment. 

The two most common methods of measuring or 
determining nursing needs are (1) to establish a 
certain ratio of nurses to patients and (2) to 
estimate the actual number of hours of nursing 
service needed on each ward. Each of these meth- 
cds is more or less faulty. 

The first is most susceptible to criticism because 
the ratio is usually misleading. The fact is usually 
overlooked that a possible or probable one-third of 
the entire nursing personnel is apt to be employed 
in special hospital departments—operating rooms, 
out-patient departments and diet kitchens—and 
not engaged at all in giving actual bedside nursing 
care. Such figures also fail to call attention to the 
fact that each nurse usually gives only eight hours 
of nursing service daily while the patient requires 
twenty-four-hour care. As a consequence, the 1-2 
ratio casually given out to inquirers or to the pub- 
lic should actually read 1-6 and frequently 1-8 or 
1-10, if the intention is to present an accurate 
picture of the actual nurse-patient ratio in the 
hospital ward. 


Measuring Nursing Service 


If the second and preferred method—that of 
estimating the hours of nursing service needed— 
is to be used, care should be taken to base the esti- 
mate on the actual medical and nursing needs of 
the patient since such service must necessarily be 
limited to actual needs. This type of estimate is 
also subject to question because ward housekeep- 
ing and cleaning and other routine duties must be 
satisfactorily performed without any additional 
allotment of time. In using the hourly estimate 
distances to be traversed by the nurse in the dis- 
charge of her duties must be considered. 

In attempting to make time studies, a wide dis- 
crepancy usually exists between the amount of 
nursing service available and the amount required. 
Conservative estimates indicate that the average 
adult actually needs from four to five hours of 
service during each twenty-four hours, while each 
child should receive not less than five to six hours 
of care. Most hospitals afford much less actual 
average time to the individual patient. 

One outstandingly important point must be em- 
phasized in connection with the question of meas- 
uring nursing service. While the actual number 
cf hours of service given each patient must often 
be limited, the amount of personal interest, kindli- 
ness, consideration and thought given to the pa- 
tient by every nurse should be unlimited and freely 
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expressed. In the last analysis, these unmeasur- 
able personal qualities form the basis for and the 
supreme test of good nursing. Especially is this 
true in the case of the patient who actually re- 
quires little nursing care but makes many unrea- 
sonable demands and is made extremely unhappy 
through real or fancied neglect. 

The hospital’s nursing department should be 
made up of consistently well prepared, properly 
qualified nurses. Since more than 50 per cent of 
the total amount of work done by graduate nurses 
is performed within hospital walls, either in ad- 
ministrative or private duty departments, it fol- 
lows that an inferior type of nursing education 
and preparation acts as a boomerang on the hos- 
pital itself because of its inevitable and sometimes 
disastrous effect on the good will of the commu- 
nity. An inadequate nursing service that permits 
low standards and undesirable results should be 
dealt with as vigorously by hospital heads as a 
similar failure in the medical department. 

It is difficult to make valid specific recommenda- 
tions with regard to the extent to which student 
nurse service is desirable. Improvement and 
greater uniformity in methods of hospital account- 
ing are needed before any conclusions of real value 
can be reached in regard to this point. The utter 


dissimilarity of methods of computing expense and 
per capita costs indicates the hopelessness of 
making any satisfactory statistical analysis in 
regard to the comparative value and cost of grad- 
uate versus student nursing service. The student 
nurse has been a much mooted question for many 


years. Many battles have been waged over her 
unconscious and innocent young head. Some hos- 
pitals have not hesitated to supply themselves with 
cheap nursing service by establishing so-called 
schools of nursing—schools that should have been 
absolutely prohibited by public opinion and senti- 
ment. Unfortunately the public did not know and 
did not greatly care. In a relatively large number 
of better hospitals, however, educational work of 
great value has been fostered and developed, fre- 
quently at great cost to the hospital itself. This 
cost was neither grudged nor spared. An enor- 
mous contribution has been made to the public by 
such hospitals through their nursing products. 


To Continue or Not to Continue 


Lack of restrictions and control over the estab- 
lishment of nursing schools has led to an alarming 
overproduction of graduate nurses and a distress- 
ing lack of graduate employment. Because of the 
publicity that has been given this serious unem- 
ployment situation, hospitals are asking them- 
selves whether or not they should continue to 
conduct schools of nursing. 
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“It is probable that under present conditions 
hospitals of fifty beds or less would save money by 
giving up their schools,” the grading committee 
recently declared. “If it be necessary to send stu- 
dents outside for affiliation because of lack of 
sufficient clinical material, it is also probable that 
hospitals of from fifty to one hundred beds would 
save money by giving up their schools.” 

Regarding the size of the school, each hospital 
would do well to limit its admissions to the number 
of students that can be given adequate clinical ex- 
perience in all departments, including the more 
restricted services. Unless the hospital has a dis- 
tinct contribution to make to the community in the 
form of well qualified nurses, whom the community 
really needs, the school might advantageously be 
discontinued. 


Some Recommended Changes 


Out of the present economic situation there is 
growing a tendency, both in the hospital and in the 
nursing fields, to reduce the size of nursing schools 
and to close the weaker ones. Obviously, each hos- 
pital board must make its own decisions. In fair- 
ness to the community, such a decision should be 
based on broad considerations of the greatest good 
to all concerned, both now and in the future, and 
not on the hospital’s present need of a convenient 
and easily acquired nursing service. 

Let us summarize the changes commonly needed 
in order to bring about improvement in the organ- 
ization of the nursing service of hospitals. These 
changes are as follows: 

1. A more liberal allowance of nurses, whether 
graduate or student, with a more generous time 
allowance in order to permit the proper perform- 
ance and completion of nursing duties. 

2. Stabilization of the nursing service by the 
addition of general duty graduate nurses and nurse 
helpers. 

3. More adequate supervision of all ward nurs- 
ing, whether done by graduates or students, to- 
gether with more bedside instruction and practice. 

4. Promotion or continuation of studies to as- 
certain the actual nursing needs of all special 
clinical departments. This should be done in such 
a way as to secure better understanding and closer 
cooperation between medical departments, hospi- 
tal administrators and nursing executives. 

5. Elimination from schools of nursing, not 
only during the preliminary course but through- 
out the entire three-year period of training, of 
students who do not show marked ability, interest 
and temperamental fitness for such work. 

6. Standardization of methods and provision 
of equipment in sufficient amount to enable each 
individual nurse to do good work. 
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7. Centralization of all service departments in 
connection with bedside nursing and duplication 
of equipment which will serve to shorten long dis- 
tances that must otherwise be covered by the 
nurse. 

8. Addition of all possible step saving and labor 
saving devices, such as cubicle curtains, heated 
food carts, special tables and bedside trays. 

Improvement in the organization of its nursing 
service is a problem that faces every hospital to- 
day. The responsibility for such improvement is 
deeply realized by those interested in hospital im- 
provement and community welfare. A well devel- 
oped program for this purpose involves the closing 
of many schools, the use of large groups of gradu- 
ate nurses and nurse helpers and reduction in num- 
bers of students entering schools of nursing. Such 
a program also indicates an increase in the num- 
ber of teaching hours and clinical opportunities 
offered student nurses, together with a propor- 
tionate reduction of their time and service on the 
wards and in other hospital departments. 

The existing high cost of providing satisfactory 
and adequate nursing service in the majority of 
hospitals is without doubt the main reason for the 
dissatisfaction so frequently expressed by pa- 
tients, their families and friends and by practi- 
‘ally every group doing bedside nursing who, 
because of present handicaps, cannot give the 
most beneficial and satisfactory type of nursing 
service. 

The economic factor is chiefly responsible for 
the difficulty in satisfactory adjustment. Strangely 
enough, this difficulty is rarely mentioned or even 
suggested by those outside of the hospital who 
criticize the quantity or quality of nursing service 
provided. Certain failures, of course, are directly 
attributable to nurses. We have all had experi- 
ence with the nurse, student or graduate, with 
personality problems, lack of tact, culture, educa- 
tion or good home background. But persons in 
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authority know only too well that most failures 
can be traced to an economic difficulty. Were the 
department of nursing given a free hand to organ- 
ize a nursing service on more liberal lines, both as 
to numbers and salaries, an almost faultless sys- 
tem could be evolved. 

How these requirements are to be met so that 
hospitals can achieve the desired improvement in 
their nursing service at a time when the public 
is economically burdened and harassed as never 
before, it is hard indeed to determine. The prob- 
lem is even more difficult since endowments have 
at present almost sunk out of sight and taxes are 
threatening to submerge the hospital’s most lib- 
eral and sympathetic supporters. 

The question is often raised as to whether or 
not this problem could and should be met by estab- 
lishing a separate charge for nursing service in 
every hospital department, such a charge being 
kept at a minimum. Theoretically, nursing costs 
are included in the daily routine per capita charge 
or in the general overhead of the hospital. Actu- 
ally, the charges made do not adequately cover the 
costs of nursing service. 

When the special charge method is suggested the 
question immediately arises as to whether nursing 
costs could be established on a fairly uniform basis 
or whether a daily special charge would be prefer- 
able. The special charge would appear to be indi- 
cated in organizations where individual service 
given to the patient varies widely. Hospitals make 
separate charges for laboratory work, for the use 
of operating rooms, for anesthesia and for many 
other special services. Would it not be reasonable 
to impose a charge of some kind for nursing serv- 
ice? Would not such a charge justify itself in the 
improved type of nursing which the hospital would 
be enabled to maintain under such conditions? 
Would not the improved results made possible not 
only to the hospital but also to the community 
justify the institution of such a specia! charge? 





Making Private Rooms Ready 
for Occupancy 


Too often patients whose coming is expected appear at 
the hospital and find a disordered and sometimes unclean 
private room; they are required to wait until it is made 
ready or they are placed there while it is still in an untidy 
condition. 

No hospital has a right to allow a turnover in private 
rooms that is so rapid that they cannot be properly pre- 
pared for the reception of the next patient. It is equally 
true that no institution must permit its housekeeping to be 
‘0 carelessly performed that rooms are not always clean 
and ready for the reception of the incoming patient. When 
pace has been engaged for some days in advance it should 


be possible to have the room aired and clean and its equip- 
ment complete, even to the soap, towels and other utensils, 
hours before the patient reaches the hospital. 

Patients are frequently delighted to find that the institu- 
tion has placed in their rooms an inexpensive bouquet of 
flowers or has in other ways endeavored to create an im- 
pression of individual service. Hospitals will never be able 
properly to provide comforts for their patients until they 
learn to adopt some of the apparently trivial and yet all 
important details of conducting a modern, well run hotel. 
There is no reason why such steps should not be taken, 
except that the administrator has shown a lack of intelli- 
gence, vision and attention to detail. Institutions that evolve 
such a refined system are the ones that are the most talked 
of and are, by the same token, the most likely to be repeat- 
edly patronized. 
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Affect Puerperal Death Rates 


By A. J]. SKEEL, M.D. 


Director, Division of Obstetrics, St. Luke’s Hospital, Cleveland 


practiced in the United States resolve them- 

selves into the following principal groups: 
(1) statistics showing higher puerperal death 
rates in the hospital than in the home, (2) statis- 
tics showing higher puerperal death rates in gen- 
eral hospitals than in specialized maternities and 
(3) persistent attempts to show that the asserted 
superiority of home delivery over hospital deliv- 
ery is due to an uncontrolled desire on the part of 
the doctor to operate when hospital facilities are 
available. 

Writers infer and even plainly state that the 
doctor is unwilling to give the time necessary for 
Nature to complete the delivery. These same 
writers quote the higher mortalities following op- 
erative deliveries as “irrefutable and striking evi- 
dence” of the dangers of this tendency. Some 
authorities advise return to home deliveries as the 
proper remedy. Others advise allowing midwives 
to handle normal cases, using the physician only 
in complicated deliveries. 

I have recently published several articles show- 
ing the fallacy of estimating the relative safety 
and efficiency of different types of institutions by 
comparing their puerperal death rates. These 
articles have also shown that statistics based on 
either puerperal or delivery death rates do not 
bring out the real reason for the admittedly lower 
home death rates. 


R netic criticisms of modern obstetrics as 


Hospitals Get Complicated Deliveries 


It should be evident that any doctor in a large 
city, when engaged for an obstetric case, consents 
to home delivery only if he is convinced after 
thorough examination that the delivery will be 
normal. Otherwise he informs the patient that due 
to certain complicating conditions she should go 
to the hospital where these difficulties can be better 
met. The result is that most patients presenting 
pathologic conditions are by prearrangement sent 
to hospitals for delivery. Practically all remain- 


*This article is one of The Hospital and the Medical Staff series, de- 
signed to ensure better team work in the hospital through a fuller 
understanding of the interrelated problems of the medical staff and the 
administration. The first article of the series appeared in the January 
issue. 





ing abnormalities are discovered during labor and 
the patients are then hospitalized. These are often 
the worst cases, but they are not so numerous as 
the cases presenting pathologic conditions. 

My aim is to give special attention to the third 
phase of the discussion. Is there an unjustifiable 
operative furor based on the doctor’s desire to 
save his own time and facilitated by the relative 
ease with which he can operate when the patient 
is hospitalized ? 


A False Picture 


We cannot analyze motives or estimate obstetric 
judgment by general statistics. We shall therefore 
attack this problem from a nonstatistical stand- 
point. We are trying to evaluate the worth of good 
hospitals, not of poor ones, and therefore our dis- 
cussion will concern itself only with recognized 
practices of clinics and hospitals of high standing. 

I have attempted for purposes of study to 
classify various operative procedures developed 
in modern hospital practice, which cannot readily 
be carried out at home and which were not con- 
sidered good obstetrics even in the hospital a few 
years ago. This classification is necessarily incom- 
plete, being based solely on my own judgment and 
observation. Many persons will disagree with me 
in the selection. However, there can be little differ- 
ence of opinion with regard to the most important 
changes in hospital obstetrics in the past twenty 
years. 

If we consider these practices and procedures 
cone by one, and if we find each of them to be an 
improvement over the older alternative, then the 
sum total must represent advancement. Statistics 
that do not show this improvement fail to do so 
because they do not take into account all factors 
concerned. For instance, if a procedure costs three 
mothers’ lives and saves ninety babies, a set of 
statistics showing the increase in loss of maternal 
lives and failing to mention the saving of babies’ 
lives presents a false picture. Whether the saving 
of ninety babies at the cost of three mothers rep- 
resents real improvement may fairly be discussed, 
but to condemn the procedure, the operators or the 
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hospital because of the mothers lost, with no men- 
tion of the babies saved, is merely propaganda. 
The procedures to be considered were adopted 
to relieve pain, to prevent crippling or invalidism, 
to save the life of either mother or baby, or both. 
Procedures on behalf of the mother only include 
analgesia carried to the limit of safety ; complete 
anesthesia for delivery, with forceps control; re- 
pair of all labor injuries at the time of delivery, 
including inspection and repair of the cervix. 


On Behalf of Mother and Child 


Procedures on behalf of the child only include 
cesarean section, replacing craniotomy or em- 
bryotomy on the living child, for severe mechani- 
cal dystocia; cesarean section substituted for true 
high forceps; prompt operative interference by 
version or cesarean section for prolapsed cord with 
living child; watching the fetal heart with prompt 
interference if this becomes markedly slow or 
irregular with evident jeopardy to fetal life. 

Procedures on behalf of both mother and child 
include cesarean section substituted for Braxton- 
Hicks version, packing or bagging, in cases of com- 
plete or central placenta praevia ; manual dilatation 
of the perineum, with episiotomy when necessary, 
instead of long delay while the head is slowly 
stretching or tearing the pelvic floor. 


Women Have Settled This Question 


All of the procedures on behalf of the mother 
only, together with manual dilatation and episiot- 
omy, constitute one continuous and interlocking 
system of practices, each following or dependent 
upon another. Manual dilatation of the perineum, 
episiotomy and immediate complete repair of labor 
injuries are impossible without complete anesthe- 
sia. Labor does not terminate spontaneously if the 
patient is completely anesthetized; hence forceps 
control is necessary. Analgesia to the limit of 
safety is the initial step in the chain of events and 
the only one not dependent upon and contributory 
to the other procedures. The question as to whether 
such analgesia during labor, with complete anes- 
thesia for delivery, is a wise and conservative 
measure in normal cases is open to wide variations 
of professional opinion. It would seem, however, 
that women have settled this question in no un- 
certain manner. At any rate, the Cleveland physi- 
cian who tries to persuade his patient that 
analgesia and anesthesia are unsafe aids in deliv- 
ery will soon find himself with no patients to 
deliver. 

I believe that effective analgesia, followed by 
complete anesthesia, does in normal cases entail 
some slight risk to both lives, a risk not present if 
no effort is made to relieve the distress of labor. 
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Complete anesthesia with absolutely no danger is 
not possible with any known drugs. Whether we 
have the right to prescribe such analgesia and 
anesthesia in spite of this slight risk is a nice 
academic question. In actual practice, the physi- 
cian must assure his patient that little or no pain 
will be felt or she will seek another doctor. Relief 
from the intense suffering of labor she will have. 
The physician who takes gas or cocaine for the 
extraction of half a dozen teeth subjects himself 
to a similar risk to avoid very temporary pain, and 
certainly he has no adequate logic for denying 
analgesia and anesthesia to a woman in labor even 
though they add slightly to her risk. 

Immediate repair of labor injuries, including 
inspection and repair of the cervix, is of course 
impossible without complete anesthesia. I do not 
think it will be seriously disputed that immediate 
aseptic repair of all injuries caused by delivery is 
of great benefit to the mother. One of the saddest 
commentaries on the average delivery of twenty- 
five years ago was the fact that numbers of women 
became semi-invalids after bearing a child or two. 
Many of them were driven by discomfort and pain 
to the gynecologist who sent them to the hospital 
for operation, trachelorrhaphy, cervical amputa- 
tion, anterior and posterior colporrhaphy, repair 
of third degree tears or repair of vesicovaginal or 
rectovaginal fistula. These operations were all 
done under complete anesthesia and were often 
long, difficult and tedious. They were inevitably 
attended by definite mortalities which must be put 
in the scale opposite the relatively rare obstetric 
anesthesia death. 


The Keynote of Modern Medicine 


Most of these secondary operations with their 
resultant mortalities are obviated by primary re- 
pair under routine obstetric anesthesia. I venture 
the opinion that maternal deaths accompanying 
late or secondary repair exceeded by far accidental 
deaths attending modern delivery technique. The 
immediate delivery mortality rate is probably 
slightly raised by these methods but the total mor- 
tality is certainly diminished. At the same time 
severe pain in labor is practically abolished. Pre- 
vention of pain and discomfort is the keynote of 
modern medicine. The slight attendant risk would 
be justified by the relief obtained even though there 
were no other compensating factors. Obstetric 
anesthesia not only relieves pain but permits adop- 
tion of methods that prevent distressing ailments 
and obviate the necessity for future operations. 

Operations on behalf of the child are responsible 
for the great majority of maternal deaths of 
which critics complain. Many of these operations 
raise the maternal mortality. Any discussion of 
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this rise, without consideration of the resulting 
enormous saving in babies’ lives, entirely misses 
the real issue. 

The outstanding procedure under this heading 
is cesarean section for dystocia caused by dispro- 
portion. When I began practice I served under a 
competent practitioner and teacher of obstetrics. 
Cesarean section was rarely done at that time ex- 
cept for the absolute indication because the ma- 
ternal mortality for the operation was 25 to 30 
per cent. During this period craniotomy or com- 
plete embryotomy on the living child was the rule, 
with of course 100 per cent fetal mortality. 


Against Wholesale Destruction of Babies 


Today we save nearly all of these babies by 
cesarean section on the mother. This materially 
raises the maternal delivery mortality rate. We 
deliberately choose a procedure that costs from 
two to four mothers’ lives, out of each hundred, in 
order to save ninety-six to ninety-eight babies. 
Some may dispute the exact figures, but the pur- 
pose is definite—to save many babies at the cost 
of an occasional mother. We may be asked whether 
craniotomy is safer for the mother than section. 
Probably the difference is not so great in pre- 
arranged elective section, but with every hour that 
elapses after the beginning of labor and rupture 
of the membranes, the risk to the mother from 
cesarean section increases while that from craniot- 
omy remains practically the same. It would prob- 
ably be fair to state that we sacrifice one mother 
to save twenty-five babies. If so, then the question 
might fairly be asked, “Shall the obstetrician by 
craniotomy kill a hundred babies to save the lives 
of four mothers ?” 

Modern obstetrics has decided against this 
wholesale destruction of babies. Is it right or is 
it wrong? The hospital makes cesarean section 
possible. This operation cannot be safely done at 
home. Is it reasonable to criticize the hospital and 
the obstetrician for these four dead mothers with- 
out mentioning the ninety-six to ninety-eight ba- 
bies saved? 


Cesarean Section Is Justified 


Cesarean section substituted for high forceps— 
forceps on the unengaged head—has been adopted 
on behalf of the baby. However anyone who has 
seen maternal injuries produced by forcibly drag- 
ging the child through a canal and soft parts too 
small for it will agree that the mother, too, has 
profited by the change. Here the argument for the 
child is not so potent but it is still forcible. 

If we apply high forceps and extract the head 
in the presence of disproportion we deliver many 
dead or dying babies, many more who die within 
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a few days from intracranial hemorrhage, others 
who suffer from permanent paralyses of one type 
or another and a few uninjured, normal babies. 
We do irreparable damage to the pelvic organs of 
a large number of women. We save a few mater- 
nal lives that might have been lost had we deliv- 
ered by section. Are we justified in doing section? 
The answer of modern obstetrics has been “yes.” 

The same group of men who yesterday criticized 
obstetricians for crude and brutal methods that 
injured so many babies, today inquires why the 
maternal mortality has not been diminished when 
we protect the baby by doing section. Some of 
them want to know why we object to therapeutic 
methods during pregnancy, specifically designed to 
produce greater calcification of the fetal bones, 
although the bones of the head are just as subject 
to this increase as any others. 

When the cord is prolapsed or when there are 
signs of fetal distress, it is certain that chances for 
survival of the baby are better in the hospital than 
at home. The risk to the mother is no greater 
unless at home the baby is simply allowed to die 
without any attempt to interfere in its behalf. 


Results of Older Methods 


Let us now consider the procedures on behalf 
of both mother and child. A recent set of statistics 
from large clinics showed a maternal mortality of 
about 2 per cent for placenta praevia treated by 
section and transfusion, compared with 9 per cent 
plus for the older methods. Section and transfu- 
sion are distinctly hospital procedures. Nearly all 
babies are lost by the older methods. The use of 
cesarean section for dangerous cases of placenta 
praevia saves lives of both mothers and babies. 

Neither manual dilatation of the perineum nor 
episiotomy can be properly carried out without 
anesthesia. Both became practical with the adop- 
tion of anesthesia as a routine when guarded by 
hospital aseptic technique. Their use is fully justi- 
fied in selected cases as a means of preventing in- 
juries which lead to cystocele, even though no 
other reason-exists for their use. When not indi- 
cated, their use is fussy interference. Formerly the 
obstetrician waited for hours while the head 
pounded against a rigid perineum. Meanwhile, 
the bladder was being pushed loose from its attach- 
ments and the anterior triangular ligament was 
being lacerated. Ultimately the perineum dilated 
and the baby was delivered, often with slight visi- 
ble evidence of injury. 

Six months or a year later the mother might 
present herself at the doctor’s office with a gaping 
perineum and pronounced cystocele. Subcutaneous 
fascial and muscular separation had nearly de- 
stroyed the pelvic floor. During this process the 
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baby’s head, acting as a battering ram to break 
down perineal resistance, had often been under 
sufficient pressure to cause deep asphyxia followed 
by intracranial hemorrhage or atelectasis. 

The mother’s soft parts, subjected to this pro- 
longed pressure, became devitalized. The obstetri- 
cian saw his most careful attempts at repair foiled 
by sloughing a few days later. This sloughing, 
when extensive, sometimes produces vesicovaginal 
or rectovaginal fistula. Devitalized sloughing tis- 
sues certainly favor rather than prevent infection. 
Manual dilatation of the perineum and episiotomy, 
skillfully and judicially used, do as a matter of 
actual experience prevent most of these sequelae. 
This is why the modern obstetrician rarely sees 
sloughing perineal wounds. 


The Hospital Has Made This Possible 


If minor operations at the time of delivery pre- 
vent major procedures later, then let us take these 
precautions at the slight additional risk. Inter- 
ference with Nature’s methods? Yes. Analgesia 
and anesthesia have interfered with woman’s God 
given right to bear children with severe pain and 
prolonged suffering. Episiotomy has interfered 
with Nature’s method of bruising, tearing and 
breaking down a rigid perineum by battering it 
with the baby’s head. Cesarean section for dispro- 
portion has robbed the woman of the right to die 
with her child unborn and of man’s crude attempts 
to save her by killing the offender, the unborn babe. 

The hospital has made all this possible, with 
greater comfort and safety than ever before in the 
world’s history. The public has recognized this by 
a steadily increasing demand for the hospital’s 
privileges and comfort. Especially when the 
woman and her doctor recognize danger signals 
ahead do they desire the protection that only the 
hospital can give. It remained for certain statisti- 
cians to point out that since dangerous conditions 
in pregnancy and labor are hospitalized, a larger 
proportion of deaths occur in the hospital. These 
same men decry operative interference because 
a larger proportion of women who are operated 
upon die than of those who need no operation. 
Normal labors carry with them only a slight mor- 
tality. Pathologic conditions requiring operative 
interference have a correspondingly higher mor- 
tality rate, diminished but not wiped out by our 
efforts to correct Nature’s failures. 

The plea that labor is a physiologic process and 
should therefore not be interfered with is a spuri- 
ous one. A physiologic process should be harmless 
if not painless. We see few physiologic labors if 
harmlessness is our criterion for distinguishing 
the physiologic from the pathologic. A narrowed 
pubie arch, an unyielding perineum, a low im- 
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plantation of the placenta, a malformed pelvis, a 
malpresentation of the child, hydramnios, hydro- 
cephalus, fibroid tumors and a host of other com- 
plications render this process not only harmful but 
often exceedingly dangerous. Digestion is a nor- 
mal process but the man with a gastric ulcer finds 
it both painful and dangerous. If in spite of the 
best of medical attention the condition should 
prove fatal, his death is not ascribed to the physi- 
cian’s interference with so normal a process as 
digestion. 

Normal obstetric patients do not die from opera- 
tive interference in good hospitals because such 
patients are not operated upon. Patients with 
dangerous pathologic conditions often need opera- 
tions and they are more apt to die than are normal 
patients. Obstetricians, like other good physicians, 
have not chosen these procedures with a view to 
publishing statistics but to saving life and pre- 
serving health. 

Any consideration of the modern hospital in 
obstetrics would be incomplete if no attention were 
paid to the welfare of the baby, as a resident of 
the nursery, during the first two weeks of its life. 

It is true that the segregation of a large number 
of babies in nurseries in such numbers as modern 
hospitalization requires presented a new set of 
problems to the obstetrician. The opportunity for 
the rise and spread of infection challenged us to 
develop effective methods for prevention and con- 
trol. This problem, like the earlier one of prevent- 
ing septic infection among mothers, required years 
of careful observation, study and research. Mod- 
ern nursing technique has, however, been surpris- 
ingly successful in removing this danger. Gon- 
orrheal ophthalmia, formerly common in both 
hospital and home, is rarely seen in the modern 
nursery. I have not seen a case of ophthalmia 
neonatorum for two years in the nurseries at St. 
Luke’s and no doubt many other nurseries in Cleve- 
land could duplicate this record. 


Home Versus Hospital 


Infections of the cord, also common a few years 
ago, are now rare. This is largely due to the abso- 
lutely rigid technique for aseptic handling of the 
child in the delivery room. Only sterile gloves and 
sterilized materials are permitted to contact the 
child from the time it is born until it is taken to 
the hospital nursery. 

Impetigo of the newborn was the latest nursery 
plague to fall before the advance of improved 
methods. Perhaps we are optimistic, but it seems 
that this scourge, too, has at last yielded to pre- 
ventive methods. At any rate, since adopting the 
technique recommended by Chadwell, impetigo has 
been entirely absent from our nurseries. Our own 
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experience is brief, but hospitals in New England 
totaling ten thousand deliveries have given favor- 
able reports. 

What about relative fetal mortality and morbid- 
ity at home and in the hospital during these early 
weeks? Inasmuch as eclampsia, placenta praevia 
and disproportion are often directly responsible 
for prematurity, injuries and death of the fetus, 
and since such cases are practically all hospital- 
ized, there is a higher mortality of viable babies 
born in the hospital than of those born at home. 
We marvel that no one has thought to cite this 
disparity in an attempt to prove that the hospital 
is a dangerous place for the newborn baby to spend 
the first few days of its existence. 

Then, too, when we consider the relatively large 
number of still births caused by these same compli- 
cations of pregnancy and labor, it becomes plain 
that there must be a larger proportion of still 
births in the hospital than at home. We no longer 
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do craniotomies and Braxton-Hicks versions upon 
the baby to save the mother. We deliver the baby 
by cesarean section in the hospital. Yet placenta 
praevia, toxemia and disproportion still take their 
toll, albeit a lowered one, of fetal lives. Full term 
normal babies delivered by normal labors at home 
have a very much better chance to live than do 
premature babies delivered in the hospital from 
mothers with placenta praevia or toxemia, or in- 
jured by dystocia. We hasten to acknowledge this 
fact, lest someone should proceed to place the re- 
spective figures side by side, in parallel columns, 
as evidence that only a thoughtless baby would 
permit itself to be born in a hospital. 

Errors of judgment? Yes. Some slackers with- 
out high ideals? Yes. But a vast and increasing 
number of competent men with lofty aims are seek- 
ing improved methods, developing higher stand- 
ards, trying to protect the interests of mother and 
baby and serving their communities faithfully. 





How Would You Discipline 
This Intern? 


This question emanated from an institution in which an 
intern whose behavior had not been the most exemplary 
gave as his excuse for his failure to inject a pneumonia 
antigen at a definite hour that he forgot that this solution 
was to be given. This intern had but two months of his 
service remaining. His alternate finally became aware of 
the fact that the medicine was to be given and administered 
it several hours late. While the pneumonia patient eventu- 
ally recovered, the administrator of this hospital was at a 
loss to decide whether the offending intern should be imme- 
diately dismissed from the institution. 

This situation suggests several important facts in the 
handling of interns. In the first instance usually poor serv- 
ice records are kept by the hospital covering the intern’s 
work. It usually is but a matter of remembrance on the 
part of chiefs and others as to whether the intern has shown 
an increasing competence or whether a spirit of carelessness 
has diminished or increased. It is a wise plan for the serv- 
ice of each intern to be represented in the files of the hospi- 
tal by a definite report from each visiting physician to 
whom the intern has been assigned. In this matter, the 
service the intern is rendering can be accurately evaluated. 

For example, if an intern with a series of good reports 
from previous visiting physicians errs as this one did, he 
can certainly be more intelligently disciplined than if past 
reports show a general unfavorable tendency. If interns 
never made mistakes they would have little need for a two 
years’ hospital service. On the other hand, when an intern 
who has manifested a repeated tendency to look upon his 
service with a lack of seriousness and who has repeatedly 
failed to do his best errs as did this one, it is a serious ques- 
tion whether he should be permitted to continue. The in- 
terest of the intern must be carefully safeguarded by the 
hospital. Of greater importance, however, is the protection 
of patients against inefficient medical service. If the ad- 
ministrator of the hospital cannot be convinced that there 
is little likelihood that this mistake will be repeated, then 





it is his plain duty to permit the intern to resign with the 
hope that he will not only profit by such a punishment but 
will be able eventually to secure the additional service 
which will permit him to take the state board examination. 
Mistakes may be made once, but a repetition of such errors 
makes imperative the practice of severe disciplinary 
measures. 





Reducing the Running Expenses of 
a Hospital 


The annual report of Margaret Copeland, superintend- 
ent, Free Hospital for Women, Brookline, Mass., describes 
as follows the steps taken by that institution to reduce its 
operating expenses during the year 1932: 

“The year 1932 was one of great effort to keep down the 
running expenses of the hospital and, at the same time, keep 
abreast of the times by making the changes necessary for 
nermal progress in equipment and treatment of the pa- 
tients. This has been made possible only through practicing 
thrift in all departments, seeking the cooperation of every- 
one in reducing waste and putting into effect numerous 
and varied small economies, one of which was the removal 
of eighteen small radiators which we found were not needed. 

“The most notable economy of the year has been the 
installation of a heating control system. This installation 
supplements our regular heating and guarantees a saving 
of 15 per cent on fuel, which means that it will pay for 
itself in about twelve months’ time and thereafter show an 
actual saving of the above amount, as deterioration and 
servicing are negligible. This system has the additional 
advantage of reducing all noise in pipes and radiators. 

“Up to January 1, 1933, we had made no actual salary 
reductions. All new nurses and employees taken on during 
1932 were employed at lower salaries and the nurses in the 
private ward were each given two weeks’ leave of absence 
without pay during December. On January 1, 1933, how- 
ever, a general reduction of salaries became effective.” 
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Hospital Adds Surgical Wing; Moves 
and Remodels Old Buildings 


By RAYMOND H. COLLINGE 


Architect, Toronto, Ont. 


HE accommodations and facilities for the 

treatment of tuberculosis at Toronto Hospi- 

tal for Consumptives, Weston, Ont., have 
been greatly increased by the erection of a new 
surgical building, additions to the medical build- 
ing and nurses’ residence and the relocation and 
modernization of some of the existing buildings. 
The total number of beds is now 570. 

In 1929 an additional floor was added to the 
medical building, which increased its capacity by 
sixty-five beds. Utility rooms, diet kitchens, toilets, 
dishwashing conveniences and other facilities 
were also added. The nurses’ residence was en- 
larged in order to accommodate the larger nursing 
staff necessitated by the increase in the hospital’s 
bed capacity. The addition to the nurses’ residence 
provided new quarters for the lady superintend- 
ent, a new recreation room, additional dining ac- 
commodations for twenty-five nurses, a dining 
room for the doctors and twenty-five singie bed- 
rooms for nurses. The additions were designed so 
as not to interfere with the style of the existing 
buildings. The extra floor added to the medical 
building, for example, gave the structure addi- 
tional dignity and scale. 

The Ross report on public institutions confirmed 
the policy of the trustees in their move to increase 
the hospital’s facilities and bed capacity. A survey 


made in 1930 to determine the need for additional 
accommodations at the various institutions in 
Ontario indicated that approximately 700 addi- 
tional institutional beds were needed in the prov- 
ince. The Toronto Hospital for Consumptives 
undertook to provide 100 of the needed beds. 

Inasmuch as the facilities for the treatment of 
surgical cases were limited to those of a minor 
order, it was decided to include an operating suite 
in the new surgical building. 

Airing balconies convenient to the wards were 
considered advantageous, and in order to obtain 
the greatest amount of available sunlight the 
floors of the surgical building that face the south 
were set back. While this complicated the problem 
somewhat for the architect, the results obtained 
are well worth the extra effort. 

In selecting a suitable site for the new surgical 
building, a problem arose in regard to the layout 
of some of the older buildings. It was found that 
it would be necessary to remove at least one of the 
less important units in order to continue the curve 
of frontages in such a way as to provide the maxi- 
mum south exposure for all the buildings. It was 
necessary to move Building A, indicated on the 
accompanying block plan by the dotted line. How- 
ever, it was kept in the same position until the 
new surgical building was completed, as no other 

































accommodations were available for the thirty-five 
patients who occupied it. The question of whether 
to move this building, dismantle it or erect a new 
building to replace it was given due consideration. 
A careful survey showed that the building was 
structurally sound and therefore it was decided 
to move it. This was done successfully, and after 
being placed in its new location the structure was 
renovated and is now a permanent, up-to-date 
building. 

The position of the building occupied by the 
administrative personnel, occupying the location 
B enclosed by the dotted line on the block plan, 
was unsatisfactory for the complete plan and a 
new site was decided upon. The front portion of 
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The wards in the 
cal building are 
vanged so as to provide 
the patients with an 
abundance of sunlight 
and a glimpse of the 
outdoors. 


the administrative build- 
ing was moved into the 
new position first, and ad- 
ministrative business was 
carried on in the rear por- 
tion of the building. The 
rear portion was then 
moved without disturb- 
ing the occupants to any 
great extent. The work 
was done without inter- 
rupting the various serv- 
ices, such as the steam 
heating mains, the gas 
mains, and the hot and cold water mains, which 
passed through Units A and B to the nurses’ resi- 
dence on the extreme east side of the grounds. The 
telephone company and the hydro-electric system 
also cooperated so as to avoid any interruption in 
their services during the moving process. 

The problem of an intervening roadway had to 
be met in moving the administration building to 
its new location. It was necessary to build a con- 
crete tunnel, seven feet wide, between the adminis- 
trative building and the Unit A that was to be 
moved. This tunnel provides a passageway to the 
basements in the administration building, the 
Mulholland building, the surgical building and the 
medical building. 

The surgical building has a high basement, 
which provides suitable space for employees’ 
rooms, employees’ dining rooms, dishwashing 
rooms and trunk and storage rooms. Space is also 
provided in the basement of the building for a 
large, airy, well lighted dietetic laboratory, an 
important feature of a hospital of this type. 

The surgical building is L-shaped. On the first 
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floor, the projecting portion that forms the lower 
part of the L contains the operating room, the 
sterilizing room, the plaster room, the examining 
room, the toilet and work conveniences and the 
surgeons’ scrub-up and locker rooms. The operat- 
ing room observation galleries, three single bed- 
rooms and a three-bed ward occupy this section 
on the second floor. The same section on the third 
floor contains eleven single bedrooms which have 
been allocated for the use of postoperative cases. 
The set-back balconies to which access is pro- 
vided from each ward form an ideal arrangement 
for the treatment of bed 
patients. The set-back 
arrangement, however, 
reduces the size of the 
rooms on each successive 
floor. The first floor 
wards which open onto 
the baleony accommodate 


The new surgical build- 
ing has a high base- 
ment, three floors for 
patients and a large so- 
larium on the roof. 
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four beds, the corresponding rooms on the second 
floor contain two beds, and those on the third 
floor contain one bed. 

There is a room on the roof of the building, con- 
taining six beds, where patients may take sun 
treatments. The room is partially roofed with 
ultraviolet ray transmitting glass and the windows 
and doors are glazed with this same type of glass. 

The surgical building has a reenforced concrete 
frame, and the partitions are of gypsum and tile. 
The floors are of terrazzo. The lavatory partitions 
are of steel, with an enamel finish. Modern hospi- 
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The third floor of the sur- 
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tal construction methods have been used through- 
out to secure the best hygienic conditions. The 
wood trim is birch, which is stained and varnished. 
The hardware throughout is of high quality, and 
is finished in dull black. The plaster angles, both 
external and internal, are rounded or coved, and 
are metal protected where required. 

The operating room ceiling is sixteen feet high, 
which is five feet short of two complete stories. 
The five feet above the ceiling contains the vent 
ducts and the box framing which encloses the op- 
erating light. Two walls of the upper part of the 
operating room are glazed with plate glass in 
single sheets, 4 by 17 feet, to give window space 
to the two observation galleries, one of which is 













for doctors and the other for nurses. The galleries 
accommodate about thirty persons each, and pro- 
vide a clear view of the operating field. 

The walls of the operating room are finished 
with a soft gray tile. The trim and metal work are 
also painted gray. The lower part of the wall 
between the operating room and the sterilizing 
room is lined with metal cabinets for the storing 
of instruments and dressings. These cabinets are 
glazed with plate glass and have stainless steel 
shelves. 

The operating light consists of a large multiple 
control lens system. Notwithstanding its unusual 
height from the floor, the light provides from 600 
to 650-foot candles at the operating point, and has 
proved highly efficient. The system consists of 
twenty-one lights of 150 watts, each controlled by 
five switches at the wall. The general lighting 
throughout the room is soft and well regulated. 

The architecture of the surgical building is 
Italian Renaissance, in keeping with the existing 
buildings. The basement story is constructed of 
Queenston ashlar and the upper part of the build- 
ing is receded in two stories and enclosed by end 
pavilions. This provides a sun balcony for the 
second floor patients. These balconies are pro- 
tected by a wrought iron picket railing. 

The cost of the completed building, including 
plumbing, heating and sterilizing equipment, but 
without any movable equipment, was less than 
$0.40 per cubic foot. 

Dr. W. J. Dobbie, superintendent, Toronto Hos- 
pital for Consumptives, served as consultant in 
the construction program, and Messrs. Sproat and 
Rolph were the associate architects. 
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Do You Value Your Permanent 
Records? 


By WALTER E. LIST, M.D. 


Superintendent, Jewish Hospital, Cincinnati 


every precaution to prevent the deterioration 
and destruction of records that it is desirable 
to keep indefinitely. The permanence of records 
depends upon three major factors—the quality of 
the paper, the type of ink and the storage facilities. 

Paper made from wood pulp has been found 
suitable for forms and printed matter used for 
temporary records. It has been estimated that 80 
to 90 per cent of all paper now in common use is 
made from various kinds of wood pulp. 

The better grades of wood pulp papers are 
known as sulphite papers, thus named because the 
wood pulp used in their manufacture is produced 
from logs of wood and refined by a chemical proc- 
ess in which sulphur is one of the important refin- 
ing agents. Such papers are suited for use in 
connection with daily sales for temporary ac- 
counting and for industrial forms. 

Another type of wood pulp, known as soda pulp, 
produces a soft but bulky paper that is desirable 
for printing purposes but is unsuited for pen or 
typewritten records. It is used largely by publish- 
ing houses for pamphlets and 
books for the reading public. 

An inferior kind of unre- 
fined wood pulp is known as 
ground wood, so termed be- 
cause of the grinding process 
used in producing it. It is 
commonly used for newspa- 
pers and box board. The ex- 
tremely perishable character 
of this type of paper is illus- 
trated by the rapid deteriora- 
tion of the ordinary news 
sheet when exposed to sun and 
moisture. 

To meet competition in the 
paper field and to satisfy the customer’s desire to 
keep the cost low, combinations of the above 
classes of pulp are made. When requirements are 
more exacting and lasting qualities are needed, 
mixtures of wood pulps and other more costly 
pulps are made. 


|: IS highly important that the hospital use 


Especial care 1s necessary in 
order to safeguard records that 
are to be kept permanently. A 
special grade of paper and ink 
must be used and certain pre- 
cautions should be taken in 


providing storage facilities 


The lamentable fact must be recognized that 
papers and record cards made of mixtures contain- 
ing newspaper and box board pulp have been 
offered to an unsuspecting public, and because of 
the low cost, records have been made on paper 
entirely unsuited to the service required and to 
the permanence expected in such records. To be 
able to discriminate in the purchase of cards and 
printed forms requires a background of technical 
knowledge if selections are to be made with due 
consideration of the records to be preserved. 

For permanent records, nature has kindly an- 
ticipated our needs in providing cotton and flax 
(linen) fibers containing approximately 90 per 
cent of cellulose, an element which when used as a 
base in the manufacture of paper withstands well 
the attacks of the common foes of records—oxidi- 
zation, humidity and time, with its constantly 
active disintegration agents, fumes and dirt. Rec- 
ords that relate to equity and reflect important 
financial transactions should be made on cards 
and books of paper which are made of a base stock 
containing a percentage of cotton or linen rag 
proportioned according to the 
length of time such records 
are to give service. 

tecords relating to patients 
which must be kept for an in- 
determinate length of time, at 
least as long as the patient 
lives, should therefore be made 
on rag content papers. If the 
date recorded is of scientific 
importance, the rag content 
should be the maximum 
tainable. The service value of 
hospital records should there- 
fore be remembered and cards 
or paper in which low cost 
wood pulp has been substituted for cotton or linen 
(flax) pulp should not be bought for this purpose. 
The low proportionate cost of the paper in com- 
parison to the importance of the record emphasizes 
the false economy of such a purchase. 

Semipermanent and permanent record papers 


ob- 
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are usually grouped as follows in regard to their 
approximate years of service: 25 per cent rag 
content (remainder new sulphite), 10 years; 50 to 
75 per cent rag content, 20 years, and 100 per cent 
rag content, permanent. 

Manila folders used for the filing of corre- 
spondence are made of paper of various grades. 
If purchased without regard to the presence of 
low priced wood pulps, particularly ground wood, 
they may become active deteriorating agents in 
discoloring the contents of the folders thus directly 
contributing to the fading of the records which 
they are intended to preserve. Folders produced 
from all sulphite or all sulphate (a pulp manu- 
factured on a sulphurous acid base and from which 
folders and envelope papers used for the filing and 
preserving of x-ray films are made), or from com- 
binations of this pulp with jute (burlap fiber) or 
rope fibers properly cleansed should be specified. 

The average layman takes ink very much for 
granted and seldom questions its quality. If, how- 
ever, records are so important that the near best 
or the best paper is required, then the record itself 
should be made with an assurance that eliminates 
so far as possible discoloration or fading. Two 
safeguards, therefore, should be definitely estab- 
lished. 

First, the ink used should be purchased under 
authoritative specifications. Such specifications 
have been established by the Bureau of Standards, 
Washington, D. C., and adopted by the Federal 
Specification Board. They may be referred to as 
follows: black writing ink, Fed. Spec. Bd. No. 164, 
1924; red ink, Fed. Spec. Bd. No. 165, 1924. De- 
pendable stationers or ink manufacturers supply 
ink under these specifications without difficulty. 

Second, ink should never be diluted if perma- 
nence is important. Even the best ink if diluted 
tends to fade. Should the ink thicken or otherwise 
become unsatisfactory, new ink of the original 
intensity should be used only after the ink recep- 
tacle has been cleaned. Therefore the use of cov- 
ered ink receptacles is exceedingly important. 


Acid Fumes Cause Ink to Fade 


The proper care of cards and record forms 
means more than simply placing them in con- 
venient drawers or cabinets. Even the best grade 
of ink is susceptible to acid fumes, and it is often 
adversely affected by materials whose production 
has required the use of acids or whose base con- 
tains foreign matter that sets up a process of 
oxidization or deterioration. The presence of such 
foreign and deleterious elements will be revealed 
in the discoloration of the paper. Such discolora- 
tion will invariably react against the visibility of 
the record and the fading of the ink will inevitably 
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follow. This discoloration will be most noticeable 
in the cheaper grades of sulphite papers, and will 
be exceedingly active and destructive if the ink 
records are made on old reworked papers and 
ground wood pulp papers. The mere presence of 
such papers in the file near the better grades of 
paper will encourage ink fading even though it 
may not affect the permanent strength of the 
better grade of paper. 


The Enemies of Permanent Records 


During my inspection of numerous hospitals 
throughout the country, I observed that many 
hospitals use any room that happens to be avail- 
able for the storage of permanent records, regard- 
less of the considerations mentioned in this paper. 
I noticed that exceedingly hot rooms, rooms with 
overhead steam and water lines and rooms with 
no adequate sprinkler systems were used. The 
need to avoid placing cabinets used for permanent 
storage under steam or water lines is obvious, be- 
cause an accident to either one of these lines would 
result in the destruction of the permanent records. 

Dust, humidity and light are the active enemies 
of permanent records. Care and discrimination 
should be used in selecting the cabinets in which 
such records are kept. The cabinets should be de- 
signed so as to provide a maximum of protection. 
The records should be removed from the cabinets 
as infrequently as possible. Cabinets that permit 
entries while the cards are held in position in the 
housing are to be preferred for they encourage the 
quick return of such records to a covered position. 

The location of files and filing cabinets has an 
important bearing on this general subject of per- 
manence, because radical changes in temperature 
and humidity adversely affect all paper. Even 
rag papers are not entirely immune from such 
changes. Because of the form of cotton fibers, 
there is a constant movement of moisture in and 
out of the fibers which encourages an oxidization 
and the breaking down of the paper structure. It 
is not so important that a definite temperature be 
maintained. It-is important, however, to avoid 
extreme heat or extreme dampness, and to keep the 
records where severe changes are held to a mini- 
mum. Although the temperature of the room is 
significant, it is of less consequence than the rela- 
tive humidity. It is believed that unless the paper 
is stored in a room with a relative humidity of 
about 50°, there would be considerable danger for 
the condition and permanence of the paper over a 
period of time. A temperature ranging from 65°‘ 
to 80° with a relative humidity of approximately 
50° may be considered a normal condition in a 
modern building with modern heating and venti- 
lating facilities. 
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A Flat Rate Plan Designed to Help 
Both Hospital and Patient 


The author proposes a flat rate plan 
that covers hospital services for the 
various types of patients. He contends 
that the percentage of collections 
would be higher under the proposed 
plan, because the rates would be 
more in line with patients ability to 
pay, which would result in an in- 


creased income for the hospital 


hospitals, are falling short of fulfilling 
their greatest possible service for three 
primary reasons. 

1. The general economic depression has reduced 
the incomes of all classes of persons, but especially 
those of the poor, to the extent that practically 
none of them is able to pay the rates that all hos- 
pitals maintain. The obvious result is, of course, 
that since people are unable to pay all, they pay 
nothing, and the word “charity” becomes the skele- 
ton key which is expected to open all doors. Nor- 
mal, self-respecting persons who are unable to pay 
in full suddenly decide to try this “charity”; local 
units dodge their just responsibilities, and hospi- 
tals and other philanthropic institutions in turn 
are forced to become beggars and pile up huge 
deficits. 

But most important, if these deficits are to be 
covered, a vicious economic circle appears and all 
classes, instead of being aided, are made poorer. 
This vicious circle of “charity” becomes stronger 
and more vicious with increasing usage. Hospitals 
in maintaining their present rate structure, which 
at best cannot be said to be based upon the differ- 
ence between fixed endowment income and costs, 
or upon costs alone, or wholly upon ability to pay, 
but upon customs of uncertain age, probably have 


H resvitas especially the so-called teaching 


By F. V. ALTVATER 


Superintendent, Duke Hospital, Durham, N. C. 


forced many persons to ask for charity who should 
not have done so. 

2. The larger portion of donations to hospitals 
are given for the following purposes: (a) to alle- 
viate and cure disease; (b) to train doctors, and 
(c) to improve the condition of the people, not 
by prostituting their character through charity, 
but by assisting them to obtain services and insti- 
tutions much finer than they can afford to pay for 
themselves at this time. 

If a hospital has 200 beds open when it could 
have 300 open, if it sets nearly impossible prices 
upon its services and thus drives away many pa- 
tients who refuse to ask for charity, and if at the 
same time it admits a large percentage of patients 
who eventually will pay less than the established 
rates, there are then two forces at work which 
accomplish the double effect of weakening respect 
for hospitals and for the rates hospital officials 
maintain they must receive, and of favoring beg- 
gars over those who are more proud or resourceful. 
If a hospital passes by any chance to create good 
will through honest measures which face the facts 
of its case squarely it is falling short of its great- 
est service. 

3. The common rate structure of a hospital with 
its basic charge for board and room, plus extra 
charges, admittedly is based upon the rate struc- 
ture of hotels. There is this fundamental differ- 
ence, however, between a hospital and a hotel. 


The Hotel and the Hospital 


A hotel is a profit making institution whose 
rates must be based on cost plus a profit—if people 
cannot pay, the service is not given. Here, pre- 
sumably, people buy only what they can pay for. 
Most hospitals cannot be operated at a profit and 
at the same time fulfill the purpose for which they 
were founded, so the service must be given, pay or 
no pay. Nor do its patrons, often with their very 
lives at stake, have the choice of paying, or else 
doing without. 

If this essential difference which stamps a hos- 
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pial as a less-than-cost service institution is ad- 
mitted, the only question remaining is how much 
of this cost can be collected fairly. Only what the 
patient, or his friends and relatives, or his county 
or his lodge can pay. And each penny that one 
patient does not pay, some future patient must 
pay or be turned away. 

The principle of charging for extras forces ad- 
mitting officers to be indefinite and in the same 
degree ineffective, and it forces patients to delay 


TABLE I—I):STRIBUT:ON OF AVERAGE DAILY PAYMENTS 
ACTUALLY MADE BY WARD PATIENTS 


cent | 
cent 


£0.18 a day, or 9.9 per 
1.04 a day, or 58.7 per 
0.18 a day, or 10.5 per cent 
0.07 a day, or 4.2 per cent 
0.06 a day, or per cent 


; | 
Operating room . | 
| 
' 
| 
0.06 a day, or per cent 


| 

- 

| Board and room.............. 

| X-ray and radium..... 

| toutine laboratory .. 
Special laboratory ... 
Drugs ..... 


wCNMNNS 


we 
okt 





Other sixteen extras. 0.18 a day, or 10.3 per cent 
$1.77 100 per cent 


facing squarely their financial responsibility until 
the hospital has lost its strongest hold on their 
interest in the matter. The one virtue of the extra 
charge is that it enables the hospital to collect 
more from an occasional well-to-do patient than it 
otherwise could. But do these few collections, espe- 
cially in a teaching hospital, overbalance the loss 
incurred from the other patients, who often con- 
stitute 85 per cent of its load? 

When the general public is made to realize that 
medical attention and hospitalization could be 
given much cheaper if the cash in advance prin- 
ciple of the chain stores were adopted there will 
arise a demand for the application of this principle 
by doctors and hospitals. When this time arrives 
the problem outlined above will need restatement, 
but under present conditions both public senti- 
ment and the attitude of the medical profession 
practically bar this. A good Piggly Wiggly clinic, 
and a great A. & P. hospital are not quite possible 
at this time in the full sense of the idea. 

During the fiscal year 1931-32 Duke Hospital, 
Durham, N. C., with the help of the Duke Endow- 
ment, treated 4,699 patients on its wards, and 
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rendered 60,362 days of hospital service. The aver- 
age stay of each patient was 12.8 days, and the 
average amount collected from each of these pa- 
tients for the hospital, the independent depart- 
ments and the laboratories was $22.67, or $1.77 a 
day. This $1.77 was divided as shown in Table I. 

In order to ascertain the average amount 
charged each patient, an audit of 719 patients’ 
ledgers systematically selected from the Inactive, 
1932 Paid Up and the 1931 Paid Up files was taken 
to ensure a fair sampling. A net sum of charges of 
$51,089.70 for 9,848 days of service was thus ob- 
tained. The final results are shown in Table II. 

If the gynecology figures are passed up as being 
untrustworthy and inexplicable, except as a chance 
variation in sampling, and if it is borne in mind 
that the surgery figures are necessarily low be- 
cause of the larger percentage of ward cases taken 
by this service, the following conclusion presents 
itself: that while there are large variations be- 
tween the various services in the charges per day 
for individual extras, yet the total charge per day 
of the various services presents a remarkably close 
grouping due to cross cancellation of one type of 
charge and on one service against another type on 
a second service. 

Calculations have shown that the same service 
can be given a larger number of patients at a lower 
per capita cost. 


Some Obvious Conclusions 


The statistics in Tables I to III seem to point to 
the following conclusions: 

1. That while average charges of $5.20 a patient 
day were made, collections against these charges 
were only $1.77 a patient day. Further, expe- 
rience has shown that these percentages (Table 1) 
have remained relatively unchanged from month 
to month. 

2. That the total bill of charges per patient day 
fluctuated within a rather narrow range around 
the average figure of $5.20 a day irrespective of 
the service. 

3. That, even after including adequate allow- 
ances for possible errors, there still exists such a 








TABLE II—AVERAGE AMOUNT CHARGED EACH PATIENT FOR VARIOUS SERVICES 











ss = ~ Board §~Routine ‘Special Other (6 
Oper. Room and Room X-Ray Lab. Lab. Drugs Services 
Av. Stay Total Average Average Average Average Average Average Average Average 
Se rvice in Days Bill Per Day __Per Da y Per Day Per Da y Per Day _Per Day Per Day _ Ver Day 
Medicine (Inc. Ped.) 13.9 $73.80 $5.31 $ $3.95 $.54 $.16 $.21 $.19 $.165 
Surgery (Inc. Ped.) 19.35 90.00 4.65 3.96 24 11 .034 a2 105 
Urology 10.2 58.20 5.70 ‘ 3.93 AT 20 05 46 125 
Orthopedics 11.3 56.95 5.02 675 3.465 ol 23 11 08 .015 
Nose and throat 5.1 29.90 5.88 1.675 3.81 14 15 .05 04 01 
Gynecology 9.5 62.35 6.58 1.03 4.68 18 25 18 16 .105 
Obstetrics 146 74.70 5.11 131 313 _—07 05 16 ~—.82_——_—.065 
Total 13.7 $71.15 $5.20 $ .59 $3.73 $.35 $.15 $.12 $.16 $.12 
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TABLE III—UNIT Costs UNDER INCREASING CENSUS 








80,000 patient days 
(6,670 per month) 


91,200 patt nt days 
(7,600 per month) 


109,500 patient days 
(9,125 per month) 


Per patient Per patient Per patient 
day cost day cost day cost 
$4.00" $3.65" $3.50! 
1 These costs are interpolated from a cost prediction graph which has been constructed in such a manner as to show expected costs 
for any given number of patient days per month. In order to ensure safe margins the following amounts have been added to the predicted 


figures: 80,000 patient days, + $0.20; 91,200 patient days, + $0.45; 


109,500 patient days, + $06.90. 





persistent downward trend in the cost prediction 
curve that it seems safe to assume that even when 
the hospital’s census reaches 275 or 300 patients 
a day that an even lower average collection from 
patients will be adequate. 

Before proposing a new rate structure, which is 
evidently both demanded and possible, it is im- 
portant to mention several principles other than 
those already outlined that will influence this pro- 
posed rate structure. 


Two Features of the Proposed Plan 


Special consideration must be made in rates for 
the nose and throat patients whose short length of 
stay sets them in aclass apart. Special considera- 
tion for both obstetrical and pediatric patients, 
whose incidence of illness comes at a time in life 
when they are least able to pay, must also be re- 
flected in these rates. 

Since it appears unjust to divert funds that were 
given expressly for the teaching of medical stu- 
dents and for the treatment of those unable to pay 
the full cost of treatment, incorporated into this 
proposed flat rate structure is an approximate cost 
price of $5 a day as a flat rate charge. This rate 
will replace the 25 per cent discount which hos- 
pitals usually allow physicians, ministers and their 
own employees. Many of these persons have been 
paying less than cost for hospital service. This 
rate is for a full private court room, the more de- 
sirable rooms being priced proportionately. 

Further, since the diversion of hospital funds is 
equally unjust if insurance companies are allowed 
to pay less than cost on compensation cases, a flat 
compensation rate of $4.50 is recommended, the 
patients to be hospitalized in the rooms reserved 
under the heading “Middle Group.” 

There are many office workers and others of the 
same economic group who are unable to afford full 
private rates for hospitalization and professional 
service. To date, the needs of this group have 
only been recognized in a few isolated communities. 
The schedule that follows represents an attempt to 
satisfy the demands of this group from the stand- 
point of hospitalization. Fees for professional 
services for this type of patient should also be in 


agreement with the needs of this economic group. 
The proposed flat rate schedule has two important 
features. First, the ward rate is a minimum sched- 
ule, and no patient may be admitted below these 
rates, which must be paid in advance for the 
estimated length of stay in the hospital by the 
patient, (unless the superintendent and the admit- 
ting officer jointly agree to an individual excep- 
tion). Second, the admitting officer has the power 
to refuse admission to any patient applying for 
less than cost service, who is unable to meet the 
rate which the admitting officer finds he is able 
to pay. 

A practical rule of thumb method suggested for 
use in setting less-than-cost rates is to charge the 
same rate per day as there is income per day in 
the standard family of three. This standard can 
then be varied to fit the facts of each individual 


TABLE IV—THEORETICAL PERCENTAGES OF OCCUPANCY 
BY ECONOMIC CLASS 


Classification Rate Patients Percentage 
zs ” cs | 

Private $6.75 to $9.00 69 15.1 

Middle Group 3.50 to 500 17 10.3 

Ward 1.00 to 3850 228 50.0 

Pediatric 0.75 to 4.00 52 11.4 

Infants Free to 2.75 50 11.0 

All other 10 2.2 

Total 456 100.0 


“ase. The housing and food of farmers and others 
who do not possess a regular income may be reck- 
oned at $0.30 a head per day to a maximum of five 
persons. 
The standard flat rate schedule is as follows: 
Ward rates (no professional fees in addition) : 
Sixteen-bed and four-bed public ward rooms, $1 a 
day (minimum) ; $3.50 a day (maximum). 
Middle group rates (semiprivate; professional 
fees in addition) : Private ward cubicles, $5 a day; 
public ward (two-bed rooms), $3.50 a day. 
Private rates (professional fees in addition) : 
Court rooms, $6.75 a day; front rooms (with lava- 
tory only), $7.50 a day; better front rooms (but 
without bath), $8.25 a day; best rooms (with 
bath), $9 a day. 
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TABLE V—PROBABLE COLLECTIONS UNDER FLAT RATES | 





Average 
Daily 

Percent- Collection 
Classification age (Assumed) | 
poo mre _ oe. © 
| Private 15.5 $5.50 | 
Middle Group 10.5 4.00 | 
ia { Patients of 0.75 | 
Ward 60.0 from) Duke Endowment of 0.80 | 

a { Patients of 0.50 

Pediatrics 7.5 from) Duke Endowment of 0.87 
3 : { Patients of 0.00 | 
Infants 6.0 from) Duke Endowment of 1.00 | 


: - ' { Patients of 0.00 
| Others 5 from } Duke Endowment of 1.00* 


100.0 Weighted aver. collections $2.365 


*The Duke Endowment aids nonprofit hospitals in North and 
South Carolina to the extent of $1 per day for full charity 
patents, with proportionately lower amounts for part-pay 
patients. 











The special flat rate schedule is as follows: 

Obstetrical cases: Ward patients, the special 
rate is the same as the standard rate for ward 
care, and there is no charge for the baby while the 
mother remains in the hospital. Middle group, 
same as standard rate. Private patients, the spe- 
cial rate is $0.75 lower a day than the standard 
rate. 

Pediatric cases: Ward patients, the special flat 
rate ranges from $0.75 to $2.75 a day. Middle 
group, $3 a day. Private patients, $4 a day. 

Nose and throat cases: For the first four days 
the rate for children under fourteen years of age 
is $2 higher a day than the pediatric rates, and 
thereafter the rate is the same as the pediatric 
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rate. The rate for adults is $2 higher a day than 
the standard rates for the first four days of hos- 
pitalization, and thereafter it corresponds with 
the standard rates. Employees, physicians and 
ministers who take middle group accommodations 
are charged at the standard rate, and those who 
take private rooms receive a rate $1.75 lower than 
the standard rate. 

All compensation and insurance cases are given 
middle group accommodations at a flat rate of 
$4.50 per day. 

The above flat rates include all hospital charges 
except special nurses and special nurses’ board, 
blood transfusions, telephone calls and telegrams 
and braces. 

This rate structure may now be examined from 
the point of view of its economic expediency. In 
the particular case under study, the physical de- 
sign of the hospital establishes the theoretical per- 
centages of occupancy by economic class as shown 
in Table 1V. Practical consideration, however, 
makes the percentages shown in Table V more 
probable. 

It will be noted that the assumed averages are 
considerably less than the basic rates, hence it goes 
without saying that a more strict, or a less rigid 
admitting policy would produce a greater or 
smaller average per patient day collection than 
the $2.365 shown in Table V. 

A rate structure of this type is easily managed, 
and is flexible. Should prices and wages advance 
or decline, the rates may be easily raised or lowered 
by increasing or decreasing each rate by the same 
amount, such as $0.50 or $1, or by increasingly 
larger amounts. Individual considerations such 
as the amount of endowment income, the physical 





TABLE VI—COMPARISON OF TYPICAL PATIENTS’ BILLS UNDER PRESENT AND PROPOSED RATES 








Aver. Length of Stay and 





Private, Surg. 


Ward, Medical 


Medium Group, 
Obstetrics 











Type of Case Description Present Rates Flat Rates 
19 days’ stay, court room, one Board and Room: Flat Rate: | 
operation and one x-ray 19 x $6.00 $114.00 19 x $6.75 $128.25 | 
O. R. 15.00 | 
X-ray 15.00 
Labs. 5.00 
Drugs & others 3.00 
$152.00 | 
14 days’ stay, ward and medium Board and Room: Flat Rates: 
difficulty in diagnosing 14 x $3.00 = $42.00 Max. 14 x $3.50 = $49.00 | 
X-ray 16.00 Min. 14x 1.00 14.00 
Labs. 5.50 
Drugs & others 3.00 
$66.50 
14 days’ stay, normal birth and (Present Flat Rate) Flat Rates: 
semiprivate accommodations 10 days $60.00 Max. 14 x $5.00 = $70.00 
4 days 15.00 Min. 14x 3.50= 49.00 





$75.00 | 
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plan of the hospital, and whether state, county, or 
private endowment aid is available, must deter- 
mine the specific position of the individual rates. 
If this plan were adopted, | believe it would 
affect the inhabitants of North Carolina and sur- 
rounding states in the following ways: These flat 
rates would accomplish more in collections and in 
charging according to ability to pay than the old 
rate policy. Therefore, it seems improbable that 
the proposed new policy would injure other hos- 
pitals, especially if the old rate policy did not do 
so. Some patients who are now able to obtain ad- 
mission on a free basis would not be admitted 
under the new policy, but this number should be 
rather small for it is likely that, once this rate 
schedule became well known, a friend, a church, a 
relative, a lodge, a county or a community would 
be able to supply enough money to meet a $1 a day 
charge. Sooner or later there would come a wide- 
spread recognition that the fundamental principle 
of this scheme is aid, rather than charity. Wise 
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charity is an enlightened principle, but complete 
charity prostitutes the character of a people. 

I wish to stress two points: Admissions at less 
than minimum rates or without payment of at least 
the average stay in advance must not be made or 
the scheme will fail. The initial success or failure 
of this scheme depends entirely upon whether or 
not it receives full cooperation. 

Table I] shows that the average daily bill of a 
patient under the present rates is $5.20, as against 
an average daily bill of $2.62 which would prevail 
under the proposed flat rates. This represents an 
average reduction of 49.8 per cent. Money col- 
lected under the present rates averages only 34 
per cent of the amount charged and in actual 
amount is less than that which would be collected 
under the flat rates. 

The Duke Hospital has been operating under a 
rate schedule similar in theory to that suggested 
above since April 20, 1933. Preliminary observa- 
tions indicate that the plan will result in success. 





Improving the Interior Appearance 


of the Hospital 


The fiftieth annual report of the New York Post-Gradu- 
ate Medical School and Hospital, New York City, lists the 
steps that have been taken to improve the interior appear- 
ance of the buildings and to improve the mechanical plant. 

The walls throughout the buildings have been chipped 
and replastered. Several floors have been relaid with oak 
at a reasonable cost. Cubicle curtains have been installed 
in four wards to give more privacy to ward patients. Facil- 
ities to remove old paint without too great an expenditure 
of labor were provided, and much of the furniture has been 
restored to its original condition. Utility rooms on the 
ward floors have been renovated and rearranged. 

A few improvements have been made in the power plant 
so that the reduction in fuel expense can be continued. 
An example of this is the recent renovation of the stokers, 
which will undoubtedly show an increased efficiency. Some 
old equipment has been assembled for the distillation of 
water. The equipment has been tried with a temporary 
hook-up and found to be satisfactory. By distilling its own 
water, the hospital can effect a saving of $1,500 a year. 





A Two-Year Comparison of 


Hospital Expenses 


Some interesting comparative figures on departmental 
expenses are provided in the annual report for 1931 of Dr. 
Charles E. Remy, superintendent, Minneapolis General 
Hospital, Minneapolis. 

There were admitted to the wards of the hospital 10,948 
patients in 1931, as compared with 9,100 patients in 1930. 
An average of 1,530 more hospital days service per month 
was rendered for the year 1931, as compared with 1930. 


This occurred regardless of the fact that the average length 
of stay per patient was reduced two days in 1931, as com- 
pared with 1930. 

There was an increase in expense for 1931 of approxi- 
mately $41,942, or 7.8 per cent over the expense for 1930, as 
compared with an increase of 13,471 hospital days, or 8.79 
per cent. The actual per capita cost per day at the hospital, 
deducting the cost of added new equipment and building 
changes for the past two years, was $2.878 for 1931, as com- 
pared with $3.021 for 1930. 

The departmental expense figures for 1931 and 1930 are 
given in the accompanying table. They should serve as 
interesting comparative data for superintendents of other 
hospitals in checking the expenses of their own institutions. 
The Minneapolis General Hospital is a 543-bed institution. 


EXPENSE SUMMARY ACCORDING TO DEPARTMENTS 


| 





1930 1931 
Per Cost Per Cost 
| Cent Per Cent Per 
| of Patient of Patient 
| 8 Total Per Total Per 
aa Cost Day Cost Day 
Administration $ 60,037.32 11.2 $0.392 § 42,259.19 7.3 $0.252 
Stores Account 4,419.40 8 0,029 7,653.69 1.3 0.045 
School of Nursing 97,511.11 18.3 0.637 106,697.61 18.6 0.642 
| Nurses’ Home 8,525.55 1.6 0.056 8,836.96 1.6 0.055 
Operating Room 12,310.50 2.3 0.085 18,305.67 3.2 0.110 
| Drug Room 7,319.80 1.3 0.048 9,517.60 1.7 06.058 
Laboratory 19,889.73 3.8 0.130 22,153.05 3.9 0.135 
X-ray 15,055.28 3.0 0.092 20,360.76 3.6 0.124 
| Out-Patient Dept. 22,910.67 4.2 0.150 30,672.05 5.3 0.183 
| Receiving 12,456.71 2.3 0.081 10,854.50 1.9 0.066 
| Contagious 18,210.09 3.4 0.119 14,671.41 2.6 0.089 
| Tsolation 3,844.44 0.7 0.024 
| Dentistry 8,060.48 1.6 0.053 8,150.12 1.5 0.052 
Social Service 14,342.80 2.6 0.094 15,328.05 2.7 0.093 
| Dietetics 98,937.99 18.6 0.646 100,063.26 17.5 0.608 
| Housekeeping 5,018.70 1.0 0.033 3,601.30 0.6 0.021 
| Sewing Room 2,113.98 4 06.014 2,526.69 0.4 0.014 
Laundry 21,185.30 4.0 06.138 21,968.44 3.8 0.131 
Purveyor 4,254.84 0.8 06,028 4,298.39 0.7 06.024 
Mechanical 59,335.66 11.1 0.388 56,101.11 6.7 0.334 
Garage 14,185.47 2.7 0.093 14,454.49 2.5 0.086 
Medical Photog. 1,874.68 0.3 0.012 1,742.42 0.3 0.010 
Asst. City Phy. 6,000.00 1.1 0.039 7.695.83 1.4 0.047 | 
Land and Bldgs. 18,922.46 3.6 0.123 26,783.00 4.7 0.162 | 
Pediatrics 14,070.50 2.5 0.086 | 
Total $532,878.52 100.0 $3.480 $574,820.00 100.0 $3.451 
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Someone Has Asked— 


How Can Savings Be Brought 
About in Planning the Hospital 
Menu? 


From 20 to 30 per cent of the hos- 
pital dollar is spent for raw food ma- 
terials. This sum ranks next to that 
necessary for procuring an efficient 
institutional personnel. In too many 
hospitals great waste exists in the 
dietary department. Carelessness in 
computing gross quantities necessary 
for the menu, improper standards of 
amounts served, casual inspection of 
garbage and failure to safeguard ma- 
terials in the storeroom and wards 
from theft all bring about waste of 
food. 

First of all, standards must be set 
as to the number of servings to be 
secured from any unit quantity of raw 
material. There must be no guesswork 
concerning the compilation of the 
week’s requisition for food. Once the 
raw materials are received, proper 
storage and issuance procedures must 
be carried out. If the dietitian does 
not puchase raw materials, she should 
be required to sign a receipt for them 
as they are issued to her by the store- 
keeper. The daily ward and room cen- 
sus must be used as a check against 
diets ordered. The standards of indi- 
vidual servings must be decided upon 
and adhered to as a basis to deter- 
mine the amount of food to be cooked. 

But the dietitian’s efforts at econ- 
omy should not cease at this point. 
Frequent inspections of methods of 
serving trays and of leftovers coming 
from hospital departments help to pre- 
vent waste. Standards as to raw ma- 
terials, servings, garbage per capita 
and budget costs must be set up. If 
these standards are faulty, waste will 
occur. If inspections are casual, effi- 
ciency is impossible. 


What Is the Responsibility of 
the Hospital in the Control of 
Communicable Disease ? 


Many cases of communicable dis- 
ease are hospitalized without any in- 
vestigation being made to learn their 
source or any effort being made to 
control the spread of contagion. In 
some instances diagnosis is made be- 
fore admission to the hospital; in oth- 
ers it is made after admission. Many 
of these diseases are quarantinable. 


In many of the homes secondary cases 
develop which frequently are not re- 
ported to the local physician or health 
authorities. 

There is only one way in which the 
hospital may meet its public health 
duty in such cases. Every case of con- 
tagious disease should be reported at 
once by hospital authorities when the 
diagnosis is made, irrespective of how 
long the patient has been in the hos- 
pital or by whom he was sent there. 
These reports must be made in accord- 
ance with the regulations laid down by 
law. In some cases the reports are 
sent to the local board of health. In 
others they are sent to the health offi- 
cer having jurisdiction over the dis- 
trict in which the patient lives. 

It is probably better for these re- 
ports to be made by the office force of 
the hospital rather than by members 
of the visiting staff. Whatever the 
method adopted, the obligation of the 
hospital to cooperate with health offi- 
cers in protecting the public welfare 
is definite. 


Is a Hospital Fire Drill Nec- 


essary ? 


Fire is rightfully dreaded by all hos- 
pital administrators. The physical 
plant may be fireresistive but the dan- 
ger to patients from panic and from 
inhalation of smoke is always present. 
A fire drill cannot be developed to its 
greatest degree of efficiency in a hos- 
pital. In a public school or a factory 
able-bodied persons can be marched 
from a burning building to the street 
in an orderly and efficient fashion. In 
a hospital this is neither practicable 
nor possible. 

In instructing hospital workers as 
to their procedure should a fire arise 
the following steps are basically essen- 
tial: (1) some method must be chosen 
of giving an alarm and of notify:ng 
the members of the hospital personnei 
as to the location of the fire, (2) hos- 
pital workers must be trained as to 
their individual duties when such an 
alarm is struck and (3) nurses and 
other workers must be drilled as to 
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the method of vacating their dormi- 
tories. The alarm and the drill must 
produce no shock to the sick, such as 
would be caused by the clanging of a 
loud gong in hospital hallways. Un- 
less properly safeguarded a fire drill 
might cause serious accidents to pa- 
tients. 

Hospital employees should be contin- 
ually instructed in the closing of doors 
and windows, the carrying of stretch- 
ers, the method of emptying certain 
wings and floors, the handling of fire 
extinguishers, and the prevention of 
panic by the quieting of those occupy- 
ing wards and rooms remote from the 
fire. Certainly it is not advisable to 
endeavor to carry patients through 
hallways and down staircases purely 
as a matter of drill. 

A fire extinguisher promptly used 
often prevents a great conflagration 
and hospital employees should be en- 
couraged to make use of such equip- 
ment. 

Every hospital board should insist 
upon the practice of some type of fire 
drill in the hospital. 


Is the Purchase of a Hubbard 
Tank for the Physical Therapy 
Department a Wise Step? 


A Hubbard tank is an apparatus 
employed in the administration of un- 
derwater exercises to patients suffer- 
ing with muscular weaknesses of a 
neurogenic origin. This treatment has 
recently been popularized because of 
the devastating effects of poliomyelitis 
epidemics throughout the country. The 
equipment consists of a_ butterfly 
shaped tub approximately 16 inches 
deep and 7 feet long. It can be pur- 
chased and installed for approximately 
$100. 

The Hubbard tank makes possible 
beneficial reconstructive treatment in 
exceedingly stubborn and otherwise 
hopeless cases. It also has a certain 
beneficial effect on the  patient’s 
morale. All in all, it represents some- 
thing of an advance in physical ther- 
apy equipment. It should not be 
necessary for all the hospitals in a 
community to invest in this apparatus. 
An institution that desires to offer a 
well rounded physical therapy service 
should be able to offer hydrotherapy 
in all of its angles. Underwater exer- 
cises represent an important modern 
advance in this technique. 


If you have any questions to ask, the editor wall 
be glad to discuss these in a forthcoming issue 
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= The Problem of the Month = 


Should the Dietitian Buy the 
Food Supplies? 


buying; in others the superintendent or a pur- 

chasing agent buys. It is held by some that the 
dietetic department involves the expenditure of a 
large part of the hospital’s income and that the 
one who bears this responsibility should not be 
deterred from spending it wisely. To have the 
responsibility of ordering a menu and not to be 
permitted to buy the food is found a poor arrange- 
ment. 

The dietitian often finds that the purchasing 
agent does not buy the supplies she wants and that 
are necessary if her menus are to satisfy patients 
and employees. A unified dietary service, it is 
believed by many, demands centralized authority 
in all matters pertaining to the department, and 
the dietitian should visit the markets in order to 
keep in touch with current commodity prices; 
only in this way can she plan her menus intelli- 
gently and give her patients the benefit of local 
market conditions. 

On the other hand, many find that the results 
obtained by a trained buyer are definite and im- 
portant. 

What is your view on this subject of perennial 
interest? 


I: SOME hospitals the dietitian does her own 


Lenna F.. Cooper, 
Montefiore Hospital for Chronic Diseases, New 
York City: 


“A dietitian who is held responsible for keeping 
within a budget and at the same time is expected 
to give satisfaction to patients, staff and em- 
ployees, must be allowed to specify the quality of 
the food purchases and must have the authority 
to reject unsatisfactory items. She must also be 
informed in advance of the market quotations, so 
that she may substitute other commodities if de- 
sired. If this relationship exists between the 
dietary and purchasing departments, I favor let- 
ting the purchasing agent do the actual buying, 
including the securing of bids, the keeping in 
touch with market conditions, the interviewing of 


salesmen, the placing of orders and the keeping of 
records, all of which must be made available for 
the dietitian either at stated intervals or as de- 
sired. This saves the dietitian much time which 
she can devote to the more professional aspects of 
her work. This applies particularly to the larger 
hospitals. 

“In the smaller hospitals, the purchasing agent 
is frequently lacking in training and often in ex- 
perience. The dietitian who is trained according 
to the standards approved by the American Die- 
tetic Association is qualified to do the purchasing, 
and it is quite likely that she can serve the hospital 
best by doing it. 

“Unless, therefore, the hospital can afford to 
have a purchasing agent who is well qualified and 
who will allow the dietitian to dictate as to the 
quality of her foods and the prices to be paid, the 
dietitian should be allowed to do her own buying.” 


C. J. Decker, Superintendent, 
Toronto General Hospital, Toronto, Ont.: 


“I am opposed to the dietitian buying the food 
in any institution possessing a well organized 
purchasing department or a purchasing agent. 

“The hospital dietitian, who discharges the 
numerous responsibilities that are properly hers, 
should not be burdened with the responsibility of 
shopping for the requirements of her department. 
She should have the right to requisition for such 
supplies as she may need, and should be encour- 
aged to reject any article which, in her opinion, is 
not suitable. I realize this often leads to difficul- 
ties between the purchasing agent and the dietitian. 
Such difficulties, however, are not often seriously 
opposed to the best interests of the institution. 
It is the duty and the responsibility of the pur- 
chasing agent to be thoroughly familiar with the 
market at all times, and to know when to purchase 
to the best advantage and what, at the moment, the 
market offers of an especially attractive nature 
both with regard to price and suitability. 

“It should not seem unreasonable to ask the 
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dietitian to confer with the purchasing agent with 
regard to her requirements. The dietitian should 
not be compelled, however, to approve any item 
of food that she does not really want. I cannot see 
how the dietitian could be authorized to do her own 
purchasing without establishing a bad and dan- 
gerous precedent. The pharmacist, the supervisor 
of surgical supplies, the chief engineer, are all in 
the same position. Naturally, any good purchasing 
agent is often called upon to act as a stop-gap to 
extravagance and in so doing creates imaginary 
grievances in the minds of those thus offended. I 
have observed further that the purchasing agent, 
who really knows his business and assumes a 
reasonable attitude towards all requisitions, soon 
gains the respect and admiration of those with 
whom he must deal in the daily routine of hospital 
life. This leads to wholesome and valuable cooper- 
ation between these two important services.” 


Veronica Miller, Superintendent, 
Henrotin Hospital, Chicago: 


“My answer to this question must depend on 
the size of the hospital. In hospitals where no 
purchasing agent is employed, the superintendent 
has such multiple duties that it is impossible for 
him to keep informed of changing market condi- 
tions and to follow up details that essentially 
belong to the dietitian. It is of the utmost im- 
portance under these conditions that the dietitian 
be a competent buyer, as well as a good executive. 
If she has the necessary qualifications and is the 
right kind of person she will naturally put forth 
every effort to see that her department is run effi- 
ciently, that it serves good food attractively and 
that it keeps the cost comparable to the type of 
service rendered. 

“Where a purchasing agent is employed to pur- 
chase the foodstuffs, the purchase of foods should 
be made after consultation with the dietitian in 
order to secure the best results.” 


Dr. Joseph C. Doane, Medical Director, 
Jewish Hospital, Philadelphia: 


“T believe the answer to this question lies in the 
consideration of such factors as the size of the 
hospital, the number of assistants assigned to the 
dietitian and the capabilities of the dietitian her- 
self and of the purchasing agent. Unless the hos- 
pital is able to provide the dietitian with competent 
assistants, she cannot be spared from her institu- 
tional duties to visit the market several mornings 
a week. 

“In the case of a small hospital, the dietitian 
probably can and should purchase the food. If 
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the purchasing agent and the dietitian cooperate 
thoroughly, there is no reason why a system 
whereby the dietitian requisitions and the pur- 
chasing agent buys should not work satisfactorily. 
The dietitian should be held wholly responsible for 
all matters pertaining to the planning and prep- 
aration of menus. She should not be answerable 
to the purchasing agent in this respect. A strong, 
well trained food specialist should be more than a 
glorified cook. Her work at the hospital, her con- 
tacts with the patients and her supervision over 
her own department should not be sacrificed in 
order that she may be able to buy food.” 


Harriett S. Hartry, Superintendent, 
St. Barnabas Hospital, Minneapolis: 


“The dietitian is a necessity in the average hos- 
pital. She is not only responsible for the scientific 
feeding of the patients, but as a teacher of the 
student nurses she is indispensable. If, in addition, 
the dietitian has sufficient time and the proper 
equipment for buying food, why employ another 
to do it? 

“The dietitian is trained in the fundamental 
principles of purchasing, storage and preparation 
of food, as well as in the control of waste. Whether 
she should buy all the food might depend on the 
size and type of the institution. 

“In a department where one-third of the ex- 
penditure is for food it is well, if possible, to 
avoid unnecessary expense and divided authority.” 


Sidney G. Davidson, Director, 
Butterworth Hospital, Grand Rapids, Mich.: 


“In our hospital the dietitian purchases meats, 
dairy products, fresh vegetables and fruits. The 
groceries and canned goods are purchased by the 
purchasing agent in consultation with the dietitian. 

“The dietitian secures prices both from local 
dealers and newspaper quotations, and orders her 
supplies based upon quality, price and menus. Her 
contact with dealers permits her to take advantage 
of special prices. Often a butcher will have an 
oversupply of some particular cut of meat which 
he offers the dietitian at a reduced rate, and she 
can plan her menus so as to use this special offer. 

“The complaint is often heard that the purchas- 
ing agent, having no knowledge of menus and 
diets, purchases inferior food, or too much of one 
kind, or changes the dietitian’s requisition because 
he thinks the particular food is too costly and that 
something can be substituted. 

“We feel that the preparation of menus, diets, 
and the quality of food to be used, together with 
the quantity, must be correlated with the pur- 
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chasing, and the plan used here is the most satis- 
factory of any we have experienced. We operate 
economically and without waste. That our system 
is working effectively is shown by the fact that 
our meals, including nourishments, are served for 
$0.45 a day, with a raw food cost of $0.30 a day.” 


Dr. Louis H. Burlingham, Superintendent, 
Barnes Hospital, St. Louis: 


“The dietitian’s duties may comprise, directly 
or by delegation: (1) menu making for the entire 
hospital; (2) preparation of all food; (3) serving 
all food; (4) keeping food waste at the lowest pos- 
sible point; (5) giving instruction in foods and 
allied subjects to patients, nurses, doctors, medical 
students and student dietitians; (6) contact with 
patients; (7) responsibility for the cost of food 
and perhaps certain accounting work in this con- 
nection, and (8) responsibility for satisfactory 
food and service. 

“If the dietitian is to accomplish her functions 
she must be familiar with the food products in the 
market. She must be kept informed on the prices 
of all foods available through having submitted to 
her regularly the comparative prices obtained for 
foodstuffs before the purchases are made. The 
dietitian’s wishes must be considered so far as is 
feasible, and she should be permitted to pass on 
the quality of all food purchased. 

“If the dietitian is to accomplish all of these 
duties she will be so busy that she will have no 
time to do the actual purchasing and, provided she 
is given the information mentioned, there will be 
no need for her to do it.” 


Dr. Edgar A. Bocock, Superintendent, 
Gallinger Municipal Hospital, Washington, D. C.: 


“TI do not believe that the dietitian should pur- 
chase all the foodstuffs for a hospital any more 
than the chief engineer should buy the coal, the 
chief laundryman the soap and starch, or the 
pharmacist the tincture of iodine, but this func- 
tion should be carried out by a trained and coop- 
erative purchasing officer. 

“The principle of centralization of purchasing 
power is in line with more progressive thought 
concerning administration, and the more economi- 
cal practice in successful industry. The competent 
purchasing officer should buy foodstuffs in large 
quantities, taking advantage of seasonal oppor- 
tunities. Master specifications promoting stand- 
ardization should be used for each commodity and 
competitive bidding encouraged. 

“Few dietitians are adequately trained to pur- 
chase all foodstuffs satisfactorily for the large 
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hospital, and still fewer of them are willing to 
acquire the business training and experience nec- 
essary for them to do so. Even if they were ade- 
quately trained, it seems that a highly trained 
professional person should not be bothered with 
business transactions, many of which could be 
routinely carried on by skilled clerical help under 
the supervision of the purchasing officer. 

In the smaller hospital where the purchasing is 
done by the superintendent and the quantities of 
food consumed do not warrant the use of formal 
bids, the dietitian should be allowed to purchase 
limited quantities of fresh fruits, vegetables or 
articles in the nature of delicacies. Even in the 
larger hospitals the practice of allowing the dieti- 
tian a petty cash account or the privilege of pur- 
chasing limited quantities of pressingly needed 
small items may do much toward improving her 
menus and satisfying the personnel.” 


Louise Yeomans Gilbert, 
Evanston Hospital, Evanston, IIl.: 


“Since the responsibility of the preparation and 
service of food for the hospital patient and per- 
sonnel rests with the dietitian in charge, it seems 
only reasonable that she should purchase the food 
or directly supervise its purchase. She is the one 
person in the organization who, through her train- 
ing, has the knowledge of food quality and food 
requirements for the special groups of persons to 
be fed. She can also more intelligently plan menus 
when she is familiar with market conditions. 

The dietitian is held accountable for per capita 
costs in keeping with her institution’s ability to 
pay so she must know the cost of the items she 
uses. An executive should not be held accountable 
for the cost of a department unless she has full 
control of all factors contributing to its cost.” 





The Care of Cleaning Equipment 


Employees of the housekeeping department should be 
made to realize that they have a definite responsibility in 
the use and care of equipment and cleaning materials 
which they use, says H. V. Heldenbrand writing in the 
Hotel Monthly. Brooms, floor brushes, short handled 
brushes, mop handles, plungers and similar articles should 
have the handles drilled before being issued, and the tools 
should always be hung in lockers when not in use. 

Vacuum cleaner bags should be emptied before they be- 
come filled to capacity, as the machines may be damaged 
by the bags becoming stuffed. Also the simple lubricating 
and cleaning attention necessary in keeping the machines 
in first-class condition should be clearly explained, and a 
schedule employed to ensure its being given. Carpet sweep- 
ers suffer from too infrequent dumping, and they should 
be emptied regularly at the end of the day. 
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Editorials 


Concerning the Hospital Maternity 
Department 
P 


EVERAL years ago The MODERN HOSPITAL 
presented to its readers a symposium on the 
advantages and disadvantages of the physical 

and administrative integration of the maternity de- 
partment with the general hospital. 

Two distinguished obstetricians were requested 
to express their views on this subject. Their opin- 
ions were, in many respects, diametrically opposed. 
One believed that not only does the general hospital 
maternity department offer no disadvantages but 
even presents some favorable possibilities not pos- 
sessed by the specialty maternity hospital; the 
other strongly pressed his belief that puerperal 
women while not entirely safe in either place, were 
much more so in the specialty institution or in an 
institution not physically or administratively con- 
nected with general medical, surgical or specialty 
wards. Hospital administrators equally distin- 
guished in their specialty field were largely of the 
opinion that under proper administrative condi- 
tions the general hospital maternity department is 
an eminently safe place for the obstetric patient. 

tecently there appeared in the Journal of the 
American Medical Association (January 7, 1933) 
a further elaboration of the dangers of the hospital 
generally as a place of accouchement, by Dr. J. B. 
DeLee, Chicago, and Dr. Heinz Seidentopf, Leip- 
sig, Germany. Still more recently in the same jour- 
nal (February 25, 1933) Dr. A. J. Skeel and Dr. 
S. K. Runnels, speaking for the Cleveland Hospital 
Obstetrical Society, seriously questioned the cor- 
rectness of the statistical basis upon which these 
conclusions were drawn. In this issue of The Mop- 
ERN HOSPITAL Doctor Skeel returns to the subject. 
His comprehensive article on the subject of mod- 
ern obstetrics appears on page 64. 

Now it should be of no little concern to all phy- 
sicians to be informed that the institutional ma- 
ternal death rate appears not to be markedly 
declining but actually in some localities to be in- 
creasing. This statement, however, requires some 
qualification to convey accurately the true state of 
affairs. More women than ever before are seeking 
hospital care during delivery, the proportion rising 
as high as 75 per cent of all confinements in some 
cities. Many of these patients present complications 
of some type and not a few of them have undergone 





Vol. XLI, No. 2 


numerous examinations before their admission to 
the hospital. To assert that as a routine it is safer 
for women to be delivered amidst the bacteriologic 
uncleanliness and the physical inconvenience of the 
home than in the hospital surrounded by all that is 
modern in personnel and equipment is certainly 
not the truth and is unnecessarily alarming. 

Perhaps the chief factor of safety possessed by 
midwives is, that knowing little of the science of 
obstetrics, they lean more heavily on natural proc- 
esses to complete their work. The after results of 
such a plan of inaction are difficult to evaluate but 
they must exist in some form, birth canal damage, 
if not degenerative or neoplastic sequelae, being 
within the realm of dangerous possibilities. Surely 
no informed person would advise returning to the 
days of Sairey Gamp or to the practice of kitchen 
table or wash boiler obstetrics. 

As to the comparative safety of the specialty in- 
stitution and the maternity department of the gen- 
eral hospital, much and yet little can be said. The 
specialty hospital in numbers is much in the minor- 
ity—it treats but a relatively small percentage of 
the country’s obstetric patients. These often be- 
long to the higher economic grade since the large 
public hospitals receive patients in all stages of in- 
fection and of the lower economic classes. More- 
over, no one can draw convincing conclusions 
without more information than is now available 
relative to the individual cause of maternal mor- 
bidity or mortality and as to the accuracy of the 
methods employed in arriving at such statistical 
conclusions. In addition there are often included in 
institutional morbidity and mortality figures the 
records of patients in the case of which home de- 
livery had been attempted by a physician or mid- 
wife but found impossible. In such instances if 
death or prolonged illness occurs, the hospital must 
bear the discredit. In other words, in making such 
a comparison one but views the initial and final 
stages of an acknowledged tragedy, in which the 
sausative infective organisms were implanted out- 
side the hospital, yet the hospital is charged with 
the death because it could not correct the damage 
already done. No statistics, therefore, appear to be 
trustworthy as a basis of comparison except those 
that depict the cases studied during pregnancy in 
the general hospital prenatal clinic and admitted 
in an uninfected state for delivery. If puerperal 
sepsis results in these patients no one but the hos- 
pital physician can be held accountable. 

But all special and general hospitals are not 
blameless and such discussions have value because 
they stress the need for a thorough checking of 
technique by all. No hospital not supplied with 
modern personnel and physical equipment should 
accept maternity patients for care. 
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“The Tumult and the Shouting Dies” 


HERE is grave danger during the tense days 
of a drive for the community chest that the 
claims of less ostentatious and perhaps less 
dramatic activities will be forgotten. The fact 
that homes are cold and their occupants hungry 
is of the greatest concern to every citizen. That 
the local hospital, the home for the convalescent 
or the home for the blind is faltering because of 
lack of funds should be equally distressing to the 
public. Emergencies must be met. None will deny 
that for many months community life has consisted 
of surmounting one social crisis after another. 
When the excitement attached to the community 
chest campaign wanes, the public will discover that 
the hospital has been going ahead, quietly and 
efficiently, caring for the sick—an activity that is 
as expensive as it is necessary. The public must 
not be allowed for a single moment to lose sight of 
the fact that the hospital is an essential, indis- 
pensable asset of community life. Any intensive 
financial effort or activity that does not take this 
fact into consideration is lacking in vision and 
intelligence. 





Knocke Sur Mer 


HE third international hospital congress was 

held at Knocke Sur Mer, Belgium, June 28 to 

July 3. It will be recalled that the first inter- 
national convocation took place in Atlantic City, 
N. J., in June, 1929, and the second in Vienna in 
1931. 

In the April issue of Nosokomeion, the official 
organ of the International Hospital Association, 
there appears a complete account of committee 
memberships and reports to the third congress. A 
glance at the group memberships reveals the truly 
international character of the association, since 
few of the enlightened countries on the globe fail 
of representation on some of these committees. 
The American hospital field may well be proud of 
the prominent part it took in making this organ- 
ization a practical reality. Today, every angle of 
hospital work is discussed in its councils. Com- 
mittees on hospital accounting, administration, 
medicine, surgery, neurology, pediatrics and other 
specialties, out-patient care, physiotherapy, occu- 
pational therapy, radiology and nursing have been 
appointed and apparently have been actively func- 
tioning. 

In glancing over the program of the third con- 
gress, however, American hospital administrators 
must regret so few names from this country appear 
on it. No doubt distance and the time and expense 
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necessary for attendance at the convention were 
determining factors. Whatever the cause, seasoned 
hospital executives should not fail to interest them- 
selves in this splendid undertaking. Our colleagues 
from far countries should profit in some measure 
from contact with the representatives of the 
American field just as the latter would surely learn 
much from those of other lands. Unless repre- 
sentative executives from this country assist in 
forwarding the interests of this splendid associa- 
tion, the hospital world at large may rightfully 
conclude that provincialism in aggravated form 
exists here. Service to the sick should recognize 
no boundary of clime or tongue. 





The Need for Clear Thinking 


HERE never was a time in the history of 

philanthropic institutions when clear think- 

ing was needed more sorely than it is now. 
These, if ever, are the times that try men’s souls 
and it is incumbent upon those who are in posi- 
tions of responsibility to keep a clear head for the 
professional business in hand, and not be diverted 
by the confusion of remedies offered so plentifully 
and so gratuitously. 

The growth of the modern hospital has depended 
largely on the economic background in which it 
has been cast. Education and health were always 
conceded to be the chief responsibility of any civil- 
ized community. There were differences of opinion 
as to the manner in which this responsibility 
should be divided. Whether, for example, it should 
be on a compulsory basis, through taxation, as the 
philosophers and economists of the Left would 
have it, or on a voluntary basis, according to the 
political and economic philosophy of the members 
cf the Right. Whichever prevailed the civilized 
world would seem to have fallen on evil days. 

The power of taxation is now being exercised 
more and more in a time when people can bear it 
less and less. Even if sufficient funds could be 
secured through taxation to support hospitals ade- 
quately, some doubt would remain (in view of past 
experience) as to the advisability of turning the 
hospitals over to politically ridden bureaus under 
our present economic plan. On the other hand, the 
future is so uncertain that voluntary contributions 
are fading out ina manner that threatens the foun- 
dations of the voluntary hospitals. This uncer- 
tainty, which has so vital an influence on the flow 
of contributions, is due in large measure to the 
multiplicity of panaceas with which men flood the 
press these days and add to our bewilderment. 

Several things seem clear amid the confusion 
with which our philanthropic institutions have be- 
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come surrounded. The first is that the voluntary 
hospital, from the standpoint of achievement and 
service, is something which history has fully justi- 
fied, as an institution that performs a vital func- 
tion in our social life. The second is that the 
voluntary hospital has been established and main- 
tained against an economic background on which 
it is finally dependent for its survival. 

We return therefore to the point at which we 
began. It is for us to adjust our humane and sci- 
entific service as best we can and attend to our 
professional problems, while marking time till the 
economic tide will turn. For this we shall need 
clear minds that will not accept or transmit theo- 
ries that might vitiate the contribution of the mod- 
ern hospital to the sum total of human happiness. 





Musca Domestica 


EW know the common house fly by the above 
Frnane To many this insect is a necessary evil. 
To others better informed it is associated with 
filth and disease and represents a potential death 
producing agency. In the wars of 1860 and 1898 
many lives were lost because bullets and not bac- 
teria were considered the more dangerous. 
August is the hospital fly month. Then, if ever, 
in kitchens, dining rooms and even wards, these 
pests appear in numbers. Then the dangers of 
crossed infection in the surgical ward and the con- 
tamination of food by these insectsaregreatest. The 
presence of flies in the hospital is a sanitary dis- 
grace. To conclude complacently that such a con- 
dition cannot be avoided is a feeble confession of 
administrative weakness. One fly in kitchen, room 
or ward is figuratively hundreds too many. The 
attention of the enlightened executive need not be 
directed to methods of prevention. In the hospital 
of the slothful superintendent these insects will 
swarm on food and dressings unmolested. When 
this happens an opinion of the practical capabilities 
of the administrator can quickly be formed. 





Fair Play in the Dispensary 


T HAS been suggested by some that the hospital 
| accept no patient in its dispensary who is able 
to pay a fee in excess of fifty cents. It is as- 
serted by others that the pay clinic should be con- 
demned because it is a direct competitor with the 
practicing doctor. 

Whether either or both of these statements rep- 
resents the truth is beside the question. The fact 
remains that the dispensary free load is the pro- 
verbial millstone which has all but submerged 
many hospitals during the past three years. More- 
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over, the hospital has made but feeble and ineffec- 
tual efforts to protect itself against this ever in- 
creasing dispensary expense. It has striven in vain 
to separate the unworthy from those wholly inca- 
pable of securing medical care elsewhere. In some 
localities an honest attempt has been made to set 
up barriers that would prevent dispensary profit- 
eering by those able to pay for such service. The 
ownership of an automobile, a radio, a piano, the 
fixing of a minimum family income or of a maxi- 
mum necessary living expense, the general appear- 
ance of the patient, the ownership of property, all 
have proved to be false measures of a patient’s eli- 
gibility for free dispensary care. Patients continue 
to travel long distances to reach the dispensary of 
their choice, passing on their way institutions emi- 
nently capable of rendering good medical service. 
Here enters the element of personal confidence 
which is generated by one nhysician or institution 
and lost by another. 

And yet the hospital zoning of free work is not a 
Utopian theory. It lacks, however, some of the 
practical aspects that are necessary to make it 
workable. From the standpoint of expense to the 
patient, it can well be insisted that money for car 
fare be spared in order that the fee of the doctor 
or the dispensary may be met. Moreover, there are 
many to whom a clinic visit is a habit rather than 
a necessity. The dispensary cards of the average 
hospital often show that a patient has been in at- 
tendance for a decade or more and that he or she 
has visited every clinic available. A dispensary 
moratorium should be declared in the case of such 
individuals. In addition the superintendent of the 
hospital would do well to study the records of those 
habitually in attendance at the out-patient depart- 
ment in order to rid the hospital of every item of 
unnecessary expense. 





Loaned Property 


F ALL those who labor in hospitals would con- 
| sider that the buildings, instruments and sup- 
plies that they use daily in the care of the sick 
are but loaned by a charitable community, less 
waste and misuse of these costly properties would 
result. 

The personal pronoun is often an offensive word. 
Long service in a hospital appears to develop a 
tendency to refer to “my hospital,” “my operating 
room,” “my dispensary,” “my patient.’”’ When this 
attitude is assumed by the surgeon, the nurse or 
the administrator, the patient becomes but an in- 
cident—a pawn in the hands of the misguided ego- 
tist. How golden is medical administrative hu- 
mility! 
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Accurate Diagnoses and Exact Terms 


Make a Useful Record System 


By JOSEPH C. DOANE, M_D. 


Medical Director, Jewish Hospital, Philadelphia 


of recognizing the presence of disease by 

its signs and symptoms and of determining 
its character. The accurate diagnosis of any con- 
dition or state, whether in a medical sense or other- 
wise, implies careful scrutiny and perception. 
These qualities are two of the prime requisites of 
the skilled diagnostician. 

To the physician the first necessity after making 
contact with a patient is to learn promptly the 
nature of the ailment. No scientific therapeutic 
system can be built unless it is preceded and ac- 
companied by an equally astute diagnostic pro- 
cedure. Careless diagnoses, therefore, imply 
ineffective therapeutics. The hospital administra- 
tor who recognizes these facts must quickly con- 
clude that no matter how carefully conceived and 
accurately used is the filing system of his record 
room, the sum total of its work will be but a per- 
petuation of errors unless diagnoses are just as 
accurately made. Diagnoses are somewhat more 
than a collection of long words. They represent 
the expenditure of many hours of time and often 
of considerable sums of money. Correct diagnoses 
are the sine qua non of good medicine; erroneous 
ones are the disappointing symbols of scientific 
frailty. 


D IAGNOSIS has been termed the art or act 


Diagnosticians Adopt Varying Methods 


Efficient hospital filing systems are of the great- 
est importance both to the institution and to medi- 
cine generally. Simplicity, ease of reference and 
correctness of scientific classification are their 
outstanding attributes. The material with which 
the record room keeper must work, however, is 
often crude. This is the case because symptoms 
and diagnoses are often so confused that to bring 
about an intelligent classification of data repre- 
sents an almost insurmountable task. The board of 
trustees and the hospital staff have a right to 
insist that a modern, time saving record room sys- 
tem be adopted. It is the duty of the board to 
require that staff members diligently study this 
system and accurately fit to its classification the 


- 
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nomenclature of disease which they employ. The 
staff should insist that the board supply adequate 
filing and personnel facilities. 

Mental clarity and scientific thinking are of 
great advantage in the making and recording of 
diagnoses of patients studied in a busy ward. Sev- 
eral types of diagnosticians are observed among 
the members of the usual hospital staff. One type 
of physician fears to make a diagnosis lest he be 
wrong, endeavors to adopt a position devoid of 
positiveness and assumes an attitude of indecision 
in locating and identifying disease processes. An- 
other physician appears slothful or careless in 
enumerating the pathologic conditions present. 
Still another is inclined to set down many plausible 
possibilities but never to reach a decision. Another 
physician is inclined to search for rarities and to 
overlook common but disabling possibilities. 


Uniform Nomenclature Is Needed 


The physician who methodically and carefully 
scrutinizes every angle of the patient’s symptom 
picture and then boldly states his conclusions some- 
times errs. But he is perhaps the most useful and 
trustworthy type where the interests of the patient 
are concerned. 

Insufficient attention has been paid in the hospi- 
tal and medical fields to the necessity for standard- 
ization in the nomenclature of disease. Medical 
literature has been built of a great variety of 
attempts to describe clearly diseased conditions by 
using the names of investigators, by employing as 
descriptive terms names of colors or even of food 
products. The characteristics of the animal king- 
dom have not been slighted. Dercum’s disease, 
Osler’s disease, Bright’s disease, Graves’ disease, 
Goucher’s disease are but a few examples of the 
tendency to attach the name of the describer to the 
condition described. 

It is curious that so many dietary terms have 
crept into the symptomatology of disease states. 
The “‘pea soup stool” of typhoid fever, the “prune 
juice sputum” of pneumonia, the “currant jelly 
clot” in hemorrhage and the “rice water stool” of 
cholera are but a few examples of this tendency. 
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The leonine face of leprosy, the rose spots of en- 
teric fever and the cherry red color in gas poison- 
ing are interesting descriptive medical terms. The 
name, therefore, used as descriptive of a diseased 
condition, is one that has been decided upon by 
usage as representative of a group of symptoms 
produced by a definite pathology somewhere in the 
body. The so-called functional disease, however, 
may have no such real tissue change as its cause. 

Diagnoses, therefore, may be (1) etiologic, de- 
scriptive of the cause of the condition, (2) ana- 
tomic, intended to locate the organ affected or (3) 
pathologic, suggesting the type of tissue change. 
A complete and serviceable filing system should be 
so arranged as to accommodate all three types of 
diagnoses. For example, in the well known numer- 
ical plan of filing, the first digit might represent 
the nature of the condition, such as a pneumonia; 
the second might designate the cause of the condi- 
tion, such as a pneumococcus or streptococcus ; the 
third, fourth, fifth and subsequent numbers might 
represent the complications that developed. This 
plan makes possible an unlimited number of adap- 
tations so that in most conditions not only the 
location and type of inflammation can be recorded, 
but its bacteriology, the stage of development and 
other similar important features are also shown. 
In the International Cause of Death List broncho- 
pneumonia is not recognized as a cause of death 
unless the primary predisposing condition, such as 
measles, tuberculosis or some other acute fever, is 
also set down. 

Perhaps one of the most common errors in 
diagnosis is lack of completeness. Any system that 
does not make possible the proper filing of records 
of a case of carcinoma of the lungs, for example, 
with an accurate location of the primary focus, if 
it is secondary, is inadequate. The same may be 
said of recording such conditions as peritonitis, tu- 
berculosis of the intestine and various types of 
lung inflammation. 


Why Records Are Often Useless 


The hospital record room is something more than 
the burying ground of past medical failures or 
successes. Too often this room is physically located 
far from the scene of medical and administrative 
activity. The dust of months often lies heavily on 
the records of other years. The inactive file of 
charts is rarely distributed by those who would 
learn of the past results of a definite line of medical 
practice. The intern, often all too happy when a 
chart has been accepted for filing, rarely disturbs 
such records for further study. 

If the monthly staff conference functions prop- 
erly this state of affairs cannot exist. When it does 
exist, the expenditure of any considerable sum of 
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money for personnel or filing cases can hardly be 
justified. Complete clinical charts are of the ut- 
most transient importance to the patient but unless 
they are carefully read and constantly utilized, 
both in the study of the patient and in the publica- 
tion from time to time of interesting case reports, 
valuable time has surely been wasted in their com- 
pilation. Enough has been said to indicate the 
importance of proper diagnoses and to emphasize 
the uselessness of a complicated record system un- 
less the terms to be classified are truly representa- 
tive of the disease conditions present in the 
patient. 


Inaccuracies Undermine Medical Statistics 


Let us now consider some of the first principles 
utilized by the physician in making a diagnosis. To 
all those who labor in the cause of the sick, the 
personal reaction to illness is of great importance. 
The signs of disease which serve as the materials 
from which the diagnosis is fabricated may be 
either those observed by the physician or those 
described by the patient. The former, of course, 
are usually the more reliable. The latter are often 
such intangible complaints as pain, distress after 
food, dizziness, dimness of vision or ringing in the 
ears. The observing physician must take full 
cognizance of such objective signs as swelling, 
alteration in the color of skin or mucous surfaces 
or disfigurement resulting from dislocations or 
fracture. Symptoms are too often mistaken for 
disease processes and the reverse is likewise true. 

Every hospital record clerk in the field receives 
for filing charts bearing such indefinite diagnoses 
as headaches, high blood pressure, gastralgia, 
rheumatism, acute abdomen and the like. Some- 
what less disconcerting to the record keeper are 
such diagnoses as pneumonia, fracture of the leg, 
nephritis, appendicitis and hernia, without any 
qualifying statement as to the location of the 
broken bone or the hernia or the type of appendix 
or kidney inflammation. The merest tyro is often 
capable of making diagnoses like these. 

Even after the discharge of the patient, such 
diagnostic indefiniteness remains troublesome. The 
hospital administrator is frequently embarrassed 
many months after the case is closed when he en- 
deavors to secure the proper execution of legal or 
other papers from information obtained from in- 
complete charts. When the nature of the condition 
to be treated is inaccurately set down, the treat- 
ment itself and the final summary of the effect on 
the patient of his hospital stay are just as likely 
to be carelessly and incompletely described. Too 
much emphasis, therefore, cannot be placed upon 
the importance of conciseness. Moreover, accurate 
and useful vital statistics covering the whole popu- 
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lation cannot be built unless the results of hospital 
study can be uniformly recorded. 

The mass of experience daily and yearly accru- 
ing as to causes of illness and death cannot work 
its greatest good to the public until a definite dis- 
ease nomenclature has been generally adopted. For 
example, let us suppose that 500 cases of brain 
tumor are studied in a given locality. In 100 in- 
stances a definite diagnosis of cerebral neoplasm 
is made. The condition of the remaining 400 per- 
sons, suffering with vomiting or blindness which 
are common accompaniments of brain tumor, is 
classified by the symptom results and not by their 
cause. It is easy to appreciate the harm done to 
medical statistics generally by thus recording but 
20 per cent correct diagnoses. 

Annual reports of hospitals throughout the field 
reveal many gross errors. Much confusion or care- 
lessness still exists in the diagnosis of appendicitis. 
For example, one annual report indicates that 300 
cases of appendicitis were operated upon during 
one year. Fifty were termed “acute,” 75 were 
designated as “chronic catarrhal,” 100 were classi- 
fied as “acute purulent” and 75 were simply diag- 
nosed as “appendicitis.” The cause for such 
confused and useless classification does not rest 
with the record room but with the surgeon who 
approves these charts. 

In the annual report of another hospital it was 
observed that fifty-six cases of nephritis were 
treated during the year. No attempt at an etiologic 
or pathologic diagnosis was made. Such a state- 
ment means little to those who are interested in 
prevention and treatment of this important and 
devastating disease. In another institution forty 
cases of anemia were treated during the year. 
Whether these patients had suffered with perni- 
cious anemia or one of a half dozen other recog- 
nized types of blood impoverishment was not 
indicated. Again the faults do not lie with the 
record keeper, although a careless or inaccurate 
record clerk can do much scientific harm. Good 
diagnoses can be so faultily filed that their scien- 
tific value to present and future patients is nulli- 
fied. Precision in the recording of the results of 
study is particularly necessary with reference to 
the anatomic and etiologic diagnosis of disease. 


Generalizations Are Dangerous 


A patient who presents himself for study in a 
hospital ward usually possesses major or minor 
defects of several organs. Many of these conditions 
are not disabling but nevertheless they should not 
escape the physician’s scrutiny. The major condi- 
tion which determines hospitalization often pre- 
sents such a dramatic symptom picture that it 
easily attracts the physician’s attention. On the 
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other hand, the most important derangement inso- 
far as health and usefulness are concerned, is 
sometimes masked by the obvious presence of less 
important conditions. The most careful observer 
is often misled by these diverting diagnostic possi- 
bilities. 

On the other hand, generalizations are likely to 
be dangerous to the patient. For example, when a 
chart upon which a diagnosis of cardiorenal dis- 
ease appears is presented for filing one must infer 
either that the patient was carelessly studied or 
that the proper classification of heart and kidney 
conditions was not known to the physician who 
treated the patient. The term “cardiorenal dis- 
ease” means nothing except that some acute or 
chronic, major or minor, disabling or nondisabling, 
benign or malignant, syphilitic, arteriosclerotic 
or other infectious process existed in the heart, 
blood vessels or kidneys. Fortunately for medicine 
generally, the American Heart Association has laid 
down a specific and practical nomenclature for 
describing cardiac diseases. A definite and useful 
terminology is also being developed as descriptive 
of renal disease. 


Specialty Associations Take the Lead 


From the standpoint of the hospital and of its 
staff, the greatest difficulty is to secure the use of 
such terms by physicians generally. Too frequently 
an intern is assigned the responsibility of inscrib- 
ing the final diagnosis upon the clinical chart with- 
out having been properly instructed by his visiting 
chief as to the exact nature of the patient’s condi- 
tion. A clinical diagnosis offers many possibilities 
for thorough study. The careful physician often 
discovers a dozen or more conditions worthy of 
being recorded on the patient’s chart. Neverthe- 
less, the errors of omission and commission that 
are permitted to creep into a patient’s record are 
sometimes ridiculous. 

In one instance a patient who was hospitalized 
for the removal of a cataract and died a few days 
later from angina pectoris was recorded as having 
died of cataract. Such a statement on a patient’s 
chart reflects not a lack of information but only 
an extreme degree of carelessness or lack of atten- 
tion to detail. In annual reports of otherwise 
wide-awake and efficient hospitals, one sometimes 
observes such diagnoses as “enlargement of the 
heart,” “leaking valves,” “heart disease,” “acute 
cardiac dilatation” and similar inaccurate, ancient 
lay terms. More and more are specialty associa- 
tions following the lead of the American Heart 
Association in recommending for general adoption 
a proper disease nomenclature. Great credit is due 
a national organization devoted to the study of 
disease nomenclature which has constantly stressed 
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the necessity of an accurate and standardized ter- 
minology. 

The patient and his family are anxious to know 
the extent of the disability and the precautions 
necessary to maintain the function that remains. 
The patient is not interested in intricate diagnoses 
nor does he care a whit about the theoretical con- 
sideration of the cause of his symptoms. He ad- 
mires a physician who discovers the presence of 
an overdistended urinary bladder and promptly 
relieves the distress. He knows and cares little as 
to the theories underlying the cause of his discom- 
fort as long as it is promptly relieved. 

The hospital administrator who does not possess 
a medical degree should insist upon the appoint- 
ment of an efficient staff committee on records. 
One of the duties of this committee should be the 
study and adoption of a proper system of filing. 
Such a system must possess adequate cross filing 
possibilities. The record of a patient must be filed 
so that it can be found when only his name is 
known. Also diseases should be so grouped that 
the frequency of their incidence, the nature of 
their complications and causes, the result of treat- 
ment and, in case of death, the postmortem findings 
may be immediately available. Such a system 
should indicate in a comparative way much con- 
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cerning the adequacy or inefficiency of treatment. 

The record committee should also devise meth- 
ods for the inspection of charts while the patient 
is still under treatment and for the enforcement 
of a final visé by the physician in charge upon the 
death or discharge of the patient. The committee 
should encourage frequent summarizations of the 
results of study and treatment by the various de- 
partments. It should stimulate the publication of 
scientific papers and should lend support to the 
work of the record room clerk. If the administra- 
tor is medically trained, he should frequently in- 
spect hospital records. He should strictly enforce 
rules relative to the prompt writing of histories 
and daily note taking and should endeavor to keep 
alive a scientific interest in medical statistics. 

A record room keeper is the hospital auditor of 
vital statistics. The sum total of such computa- 
tions in all the hospitals in the field represents a 
scientific estimate of the cause and effect of dis- 
ease processes generally. If it is permeated with 
inaccuracies and consists largely of confused at- 
tempts to classify symptoms as well as diseases, 
the vital statistics of the whole country are at once 
more than useless because they are statistically 
misleading. In the next issue of The MODERN Hos- 
PITAL different filing systems will be discussed. 





How Many Students Can a Graduate 
Nurse Replace? 


How many graduate nurses are needed to replace a 
given number of student nurses for service in the hospital? 

New studies undertaken by the National League of 
Nursing Education indicate that many of the previous 
estimates are pretty wide of the mark. One graduate can- 
not provide twice the hour-for-hour service that the student 
can provide and still maintain a good quality of nursing, 
finds Blanche Pfefferkorn, director of studies for the 
league in a study just completed at Bellevue Hospital and 
School of Nursing, New York City. It is unreasonable to 
expect that the graduate should, she believes. 

“It seems much more likely that graduates can safely 
replace students when both groups are on the same weekly 
hour schedule somewhere between the proportions of three 
graduates to four students and four graduates to five 
students. In applying any such ratio in a particular hospi- 
tal, a number of factors must be taken into consideration, 
such as hours of duty of graduates and students, the num- 
ber of the entire student body who are on duty on the 
wards, and whether students are in their first, second or 
third year.” 

This new study of student-graduate accomplishment is 
one of a number of surveys that make up the report on 
“The Use of the Graduate Nurse for Bedside Nursing in 
the Hospital,” which covers a year’s research by the depart- 
ment of studies of the League. 

Timed observations were made of twenty-two nursing 
procedures on the surgical wards. Students performed 


about 88 per cent as much work as graduates in a given 
time. The difference in time required on the various pro- 
cedures by students and graduates tended to decrease in 
treatments which took little time, which were simple in 
performance and to which the reaction of the patient was 
fairly constant. 

A graduate nurse, it was found, takes thirty-three min- 
utes, on the average, to give the patient a cleansing bath. 
The student nurse requires forty minutes for the procedure. 

If the hospital must give baths to 100 patients each day 
and if the graduate nurse saves seven minutes on each 
bath, 700 minutes, or nearly twelve hours, are saved by 
the hospital daily by using the graduate nurse for giving 
baths. 

In making empty beds, it was found that students take 
seven minutes and graduates six. Multiplied by 500 beds, 
this saving time becomes significant in a large hospital. 

Miss Pfefferkorn found that about one-third of the 
nursing time at Bellevue Hospital was taken in what she 
terms extratreatment activities, such as answering the 
telephone and meeting visitors. These, too, must be taken 
into consideration in any study of time requirements. 

The report of which the Bellevue Hospital study is a 
part includes a complete plan for organizing a nursing 
service unit. The unit chosen is an open surgical ward 
accommodating thirty-six women patients. The number of 
graduate nurses for bedside care is in the ratio of one 
general staff nurse to every 3.5 patients on the basis of a 
52-hour week. Other suggested personnel includes one head 
nurse, one day kitchen maid, two ward helpers for the day, 
one porter, one ward helper at night, and supervision from 
the central office. 
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Milwaukee Is Ready to Welcome 


Convention Delegates 


WARM welcome awaits hospital people in 
Milwaukee. Because the program of the 
American Hospital Association convention 

has been planned to meet present day needs, be- 
cause Milwaukee is beautifully situated and de- 
lightfully hospitable, because A Century of Prog- 
ress Exposition with its extensive educational fea- 
tures is only two hours away, and because trans- 
portation costs are lower than they have been for 
many years, the convention is assured of a large 
attendance. 

Milwaukee knows how to entertain. It does so 
frequently. Situated where the Milwaukee River 
flows into Lake Michigan, the natural beauty that 
attracted Marquette and Joliet has largely been 
retained. Beautiful homes, picturesque bridges 
and extensive parks and playgrounds are man’s 
contribution to Milwaukee’s attractions. 

The Land O’Lakes country is at Milwaukee’s 
door. Many of the most beautiful of Wisconsin’s 
eight thousand lakes are within an hour’s ride of 
the city. Half-day outings or extended trips are 
easily arranged. 

Milwaukee boasts of being one of the healthiest 
and safest cities in the United States. Among the 
hospitals which have contributed to the health of 
the city are several that are nationally known. The 
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County General Hospital at Wauwatosa is a model 
of modern architecture. In addition the county 
has an asylum, a hospital for mental diseases, 
Muirdale Sanatorium and Bluemound Prevento- 
rium at Wauwatosa. The city and county each 
maintains an emergency hospital in the city. Other 
hospitals in the city include Columbia, Deaconess, 
Isolation, Maternity, Milwaukee Children’s, Mil- 
waukee, Misericordia, Mount Sinai, Roger Wil- 
liams, St. Anthony’s, St. Camillus, St. Joseph’s, St 
Luke’s, St. Mary’s, Shorewood and West Side. 
There are also three sanitariums. The new Mar- 
quette University Medical School and Hospital is 
on the university campus. 

Reduced railroad rates will be in effect on all 
railroads, including Canadian roads. The Western 
Hospital Association is arranging a special train to 
the convention. Special cars will leave Portland, 
San Francisco and Los Angeles on September 8, 
joining at Salt Lake City. 

For the first time in the history of international 
expositions in America organized medicine, den- 
tistry and pharmacy are presenting at A Century 
of Progress Exposition the story of their contri- 
butions to the progress of civilization. The medical 
exhibits are housed in the Hall of Science and 
occupy 29,600 square feet of floor space. Under 


- The Milwaukee County 
General Hospital is ar- 
chitecturally impres- 
sive. It is one of a large 
group of county insti- 


tutions. 
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The well appointed and spacious lobby of the Milwaukee Hospital is of the mezzanine type. 
which has plenty of easy chairs, takes the place of a sun parlor for convalescent patients. 


the direction of a distinguished medical advisory 
committee headed by Dr. William Allen Pusey, 
many and varied medical exhibits have been ar- 
ranged. A description of these exhibits was given 
in the July issue of The MODERN HOSPITAL. Sep- 
tember 16 will be observed as American Hospital 
Day at the exposition. 

Although the convention program is not yet 
completed, it is now certain that it will strike a 
high note among hospital conventions. Addresses 
for three of the evening meetings will be made by 
President Stephens, Glenn Frank, president, Uni- 
versity of Wisconsin, nationally known as a vig- 
orous and progressive thinker, and Dr. S. S. Go!d- 
water, New York City. 

The manufacturers and commercial houses that 
deal in hospital supplies and equipment are ar- 
ranging an exhibit that will equal any at previous 
conventions. Space has been reserved for over 100 
firms. As usual the exhibit will be one of the most 
valuable features of the convention. 

The Institute for Hospital Administrators, 
which will be held in Chicago from September 18 
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mezzanine floor, 


The 





to October 6, inclusive, follows closely on the heels 
of the convention. 

Wisconsin is noted not only as a fine vacation 
land but also as a land rich in historic lore. Some 
20,000 Indian mounds have been found in the state. 
These are usually low mounds in the shape of birds, 
turtles, bears or panthers, There are eight Indian 
reservations in northern Wisconsin with an Indian 
population of over 11,000. 

More than 60 per cent of northern Wisconsin is 
covered with forests. The rolling prairies and 
ridges of southeastern Wisconsin are dotted with 
huge dairy barns and silos. Cheese factories and 
creameries are frequent and thousands of acres 
are devoted to tobacco and peas. 

Two of the most beautiful views of the Missis- 
sippi River are to be found in Nelson Dewey State 
Park, south of Prairie du Chien, and at Perrot 
State Park near Trempealeau. A fine group of 
Indian mounds are in the former park. 

Whether one is interested in driving, camping, 
hunting, fishing, canoeing, or water sports, Wis- 
consin can give satisfying pleasure. 
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Maintenance. Operation and Equipment 


St. Luke’s Hospital Pulverizes Coal 
Into Dollars 


By FRANK J. WALTER 
Superintendent, St. Luke’s Hospital, Denver, and 


DURBIN VAN LAW 


Consulting Engineer, Denver 


ver, is in a separate building, situated in the 

alley way of the main hospital grounds, con- 
venient for coal deliveries and also for the distri- 
bution of steam. The plant was built twenty years 
ago and while it was modern at that time it is nat- 
urally not in line with today’s requirements for 
effective generation of steam for heat in the hos- 
pital. 

The plant consists of three 115-horse power 
horizontal return tubular boilers, with suspended 
settings. The three boilers are arranged in a single 
battery. The boilers were originally arranged for 
simple hand firing, utilizing the fuel prevalent in 
the region, a typical subbituminous coal often re- 
ferred to as lignite. As maintenance charges were 
reasonable, not a great deal of thought was di- 
rected toward the operation of the plant. 

Because of the decrease in the hospital’s reve- 
nue, caused by present economic conditions, St. 
Luke’s was compelled to adopt every possible 
means of economy. A hospital, however, does not 
usually possess a large amount of ready capital 
which can be used in the improvement of heating 
methods, without diverting money from other im- 
portant channels of hospital operation. Therefore, 
the complete modernization of the power plant 
could not be considered on account of the financial 
expenditure involved. Consideration was then di- 
rected toward those step by step improvements 
around the existing boilers which would effect 
savings sufficient to pay for the cost of installation 
within the near future. 

It had always been necessary to operate at least 
two of the boilers in parallel during the winter 
months in order to carry the load, and in the sum- 
mer one boiler was kept banked so that it would 
be ready for service. Consequently, the usual 


Y 1HE power plant of St. Luke’s Hospital, Den- 


schemes of improvement would have necessitated 
the equipment of three, or at least two, boilers 
with more efficient methods of firing. This would 
have involved a considerable outlay of money and 
also the expense and inconvenience of a shutdown 
during the alteration work. There seemed to be 
no mechanical improvements available, the savings 
from which would justify the cost of installing 
new equipment. A survey was made to determine 
the cost and savings that would result from the 
installation of natural gas burners or oil burners. 
It was found that neither of these types of heating 
systems would effect a saving, and that it would 
be cheaper to continue burning coal. Of the coal 
burning methods, our study indicated that the 
most economical would be the use of pulverized 
coal. 


Equipment Purchased on Trial Basis 


Arrangements were made for the installation 
of a direct firing pulverizer in connection with one 
of the three boilers. Using pulverized coal as a 
means of heating was not a new method, but it 
was experimental when applied to a boiler not 
specially designed for this type of installation, 
which was the case in our power plant. In view 
of the uncertainty of the results, the hospital man- 
agement insisted that the apparatus be provided 
by the vender on a trial basis, and demanded that 
the operating results sustain the vender’s claim 
regarding the saving of fuel to be effected, before 
the apparatus was accepted. In order to protect 
the hospital against any possible injury to the 
plant during the trial period, the vender was re- 
quired to give adequate bond. 

The new unit was installed in March, 1930. It 
consists of a two-stage horizontal impact mill with 
a self-contained fan directly connected to a 15- 
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horse power electric motor. This motor provides 
all the required power. The mill discharges di- 
rectly through a fuel delivery pipe into a turbu- 
lent type of burner in the front firing wall of the 
boiler. The coal is delivered to the mill through 
a small hopper just above the feed portal, and the 
volume is controlled by a simple regulating lever 
which can be adjusted to conform with the steam 
load requirements of the boiler. The other adjust- 
ments are automatic. The emerging fuel stream in 
the boiler is converted into a clear, gaslike flame 
that results in a uniform temperature and elimi- 
nates virtually all danger of localized heating 
zones, Which under all other conditions of firing 
have a tendency to develop dangerous blisters on 
the lower part of the boiler shell. The carbon in 
the coal is completely burned, thus obtaining the 
utmost efficiency from the fuel. A small amount 
of ash is deposited over the boiler floor, and it is 
necessary to remove this ash only about once a 
month. It has been noted that when it is removed 
the ash is a pure silicate formation exceedingly 
fine and with complete absence of unburned car- 
bon. Most of the ash is drawn through the flue. 
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This emerging fly ash is yellowish gray in color, 
but it is absolutely free of soot. There have been 
no objectionable deposits of this ash over the sur- 
rounding roofs or grounds, or around the neigh- 
borhood. 

A prejudice exists in the minds of some persons 
against the use of pulverized coal, which they 
regard as an explosion hazard. The management 
of St. Luke’s Hospital formerly shared this belief. 
After operating this unit over a period of three 
years, however, we have arrived at the conclusion 
that no appreciable explosion hazard exists. The 
fuel as delivered is a 114-inch slack coal, which is 
not in itself explosive. The coal is pulverized only 
as required for delivery to the boiler, and is burned 
immediately thereafter. The high speed of the 
pulverizer rotor eliminates all danger of flame 
propagation in the mill itself. There is practically 
no danger of boiler explosion. These conclusions 
are verified by the studies of various testing labo- 
ratories, including the National Board of Fire 
Underwriters. 

It was feared that a flame of such high tem- 
perature might damage the boiler since it was 


A section of the boiler room, showing the hook up of the direct firing pulverizer. 
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Saves TIME. 


.. TROUBLE 
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... AND MONEY 


In the Hospital 
Laundry 


Leading hospitals now use 
PERCHLORON in their laun- 
dries because it is one of the 
safest and most satisfactory 
bleaching preparations to use. 
Anyone can use PERCHLORON 
because it does not require 
costly equipment or techni- 
cal knowledge. PERCHLORON 


is easy and inexpensive to use. 


You Get 
Spotless Linen 


Sweet smelling ... Snowy 
white... without trouble 
or needless expense 


Furthermore, PERCHLORON is 
a safe, stable whitening agent. It 
prolongs the life of hospital 
linen. Because of its steril- 


izing and deodorizing quali- 





Perchloron is used by 
many hospitals in mak- 
ing Dakin's Solution 


ties it also has many other 


uses in a hospital... it is in- 
valuable for use in and around 
store rooms, stairs, anywhere, 
everywhere that it is desira- 
ble to use a High Test Hypo- 
chlorite (PERCHLORON tests 


over 70% available chlorine). 








Send today for descriptive 


literature on Perchloron 


PENNSYLVANIA 


E= VE a= € €) 


EXECUTIVE OFFICES, WIDENER BLDG., PHILADELPHIA, PENNA. 
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not constructed for this type of heat, but this fear 
has proved unwarranted. It is doubtful whether 
the flame in the boiler is as hot as that emerging 
from coal reposing upon a set of grates. In any 
event the boiler volume has been so greatly in- 
creased and the temperature is so uniform through- 
out the entire boiler that there has not been the 
slightest evidence of any localized temperature 
effect which would tend to destroy the boiler shell 
or the tube structure. 


Operating Efficiency Increased 28 Per Cent 


The early skepticism of the hospital manage- 
ment regarding this installation has changed to 
enthusiasm, due to the economy of operation, the 
simplicity of control, the ease of operation and the 
low cost of maintenance of the new unit. 

The economies of its operation have justified the 
installation. With hand firing it was customary 
to purchase the usual screenings of 214-inch slack 
coal, at the existing price of $3.75 a ton delivered. 
With the pulverizer a cheaper grade of fuel can 
be used, which may be obtained at prices ranging 
from $1.50 to $2 a ton delivered. Besides the re- 
duction in the price of coal, the pulverizer pro- 
duces its greatest economy in the consumption of 
fuel. The annual operating efficiency with hand 
firing was approximately 50 per cent of the gross 
efficiency. The acceptance test made with the pul- 
verizer was 78 per cent. 

During the calendar year 1929, the hospital’s 
fuel cost was $10,882.24, while the total expendi- 
ture for fuel during the year 1932 was $6,750.83. 
Allowing for the fluctuation of coal prices, it is 
nevertheless a fact that the type of coal required 
for the pulverizer is much cheaper than the coal 
needed for stationary grates or for the ordinary 
types of mechanical stokers. The saving would 
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have been even greater had the pulverizing unit 
been of sufficient capacity to carry the entire load 
at all times. This, unfortunately, was not possible, 
and consequently one hand fired boiler had to be 
maintained in operation for a considerable portion 
of the year. 

The original venture was in the nature of an 
experiment, but in view of the results the hospital 
has contracted for the installation this coming 
summer of a second direct firing unit to equip 
another boiler. This will eliminate the banking of 
fires, and whenever it may become necessary for 
two boilers to operate in parallel the second unit 
may be brought to steaming condition in a short 
time without wasting any fuel. It is conservatively 
estimated that the fuel bill for the annual opera- 
tion will be as low as $5,000 after the plant has 
been fully equipped. This will represent a 50 per 
cent reduction from former fuel costs. 


Unit Has More Than Paid for Itself 


The original unit involved an expenditure of 
only $2,500, and its entire cost has been paid sev- 
eral times over out of the savings. Accordingly, 
the savings are now available for other needed 
operating expenses and improvements, and to help 
meet the general deficit caused by present eco- 
nomic conditions. 

Many hospital authorities are prone to neglect 
economies inherent in boiler plant operation. The 
cost of steam has long been viewed as a necessary 
evil. The percentage of its cost to the cost of oper- 
ating the entire hospital is slight, but when such 
gratifying results are possible it seems that atten- 
tion should be directed to this department. The 
dollars saved are valuable, and often savings of 
the type mentioned can be obtained without the 
diversion of funds needed for other purposes. 















Should Nurses Be Permitted to Take 
Blood Pressure Readings? 


In neurosurgery there is a growing tendency to require 
frequent readings of the patient’s blood pressure. In fact, 
in certain traumatic conditions of the cranial vault sur- 
geons often desire that the blood pressure be recorded as 
frequently as every hour. It is obviously impossible for a 
busy resident physician to devote the larger part of his day 
to the treatment of any one hospital patient. 

When a private duty nurse is assigned to the case, it is 
but a matter of a few minutes to instruct her in the tech- 
nique of taking blood pressure readings. Indeed, in some 
hospitals there are nurses, both pupil and graduate, whose 
technique in the use of the sphygmomanometer favorably 
approximates that of any physician or surgeon. There is 
no reason why a surgeon, once he has satisfied himself of 





the ability of the nurse to take the blood pressure, should 
not accept her hourly readings with the same confidence 
that he accords those of his intern. 

In certain types of ward service, nurses are requested 
and permitted to compile a blood pressure chart covering 
estimations taken duing the entire twenty-four hours. This 
is not only splendid experience for the nurse but represents 
a distinct saving of time to the physician in charge. No 
precedent should be set, however, by the fact that the nurse 
is permitted to take blood pressure readings which will 
bring about the granting of permission to nurses to punc- 
ture veins for laboratory specimens or to insert hypodermo- 
clysis needles. Nurses are not trained to perform this work; 
neither should they be permitted to do so in fairness to 
the patient. The intern should not be led to expect that 
henceforth the nurse will record blood pressure determina- 
tions, since only in specific instances should this duty be 
delegated to her. 
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“TAKE this prescription to your drug- 





gist. I want you to get Armour’s 
Suprarenalin Solution for your hay- 


fever. That should bring you relief.” 


Non-irritant and giving sympto- 
matic relief to inflamed mucous mem- 
branes by contracting the dilated ves- 
sels, Armour’s Suprarenalin Solution 
is of particular value in the treatment 
of hay-fever. High efficacy is assured 
by maximum and unvarying potency, 
a characteristic of Armour organother- 
apeutic products, obtained by exclu- 
sive Armour methods of preparation. 
Fresh raw material is processed before 
the animal heat is lost. In thirty-five 
years not one product of the Armour 
Laboratories has been found wanting 


in potency. 


When prescribing Surgical Ligatures, Pituitary Liquid, Con- 
centrated Liver Extract, Concentrated Liver Extract with Iron, 
always specify Armour’s 


ARMOUR LABORATORIES 
CHICAGO, U. S. A. 


Headquarters for medical supplies of animal origin 
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Dietetics and Institutional Food Service 
Cenducted by Anna E. Bouter, Central Free Dispensary at Rush Medical College, Chicago 


Fruit Claims Its Rightful Place 
on the Hospital Menu 


By ANNA E. BOLLER 


Central Free Dispensary, Rush Medical College, Chicago and 


ARNOLD SHIRCLIFFE 


for two excellent reasons—first, because of 

its nutritive value and, second, because of 
its refreshing qualities, especially desirable in 
spring and summer. Fruits are regarded as luxu- 
ries by some people. When their value is con- 
sidered, however, one ceases to think of them as 
luxuries but considers them a necessary part of 
every diet. 

It is significant to note how popular fruits are 
today and how many now appear on the menu as 
compared with the few that appeared a century 
ago. In spite of the fact that primitive man had 
lived almost entirely on wild fruits, nuts, herbs and 
grains, seventeenth century menus listed only one 
or two fruits, together with as many as twenty- 
one meat dishes. When fruit was used, it was 
almost always served for dinner or supper and 
never for breakfast. It first appeared on a break- 
fast menu in the early 1880’s. A fruit cocktail as 
a dinner appetizer was unknown until about 1908. 

The nutritive value of fruit must, of course, 
receive the first consideration. In this connection 
one is constantly reminded of the importance of 
these gifts of Nature to the general well-being of 
the individual. 

Fruits supply valuable mineral elements neces- 
sary in the building of bones and blood. In spite 
of the fact that fruits give an acid reaction, an 
alkaline ash is left when fruits are burned in the 
body, and this preserves the acid base equilibrium. 

Fruits are rich in vitamins. As a source of 
vitamins A, B and C, fruits not only do much to 
stimulate appetite and to protect the body against 
certain deficiency diseases, but they also furnish 
vitality and increase the general body resistance. 


Fes should appear on the hospital menu 





Chicago 





It is possible that the enzymes of certain fruits 
aid in the digestion of other foods, especially pro- 
tein foods. 

Fruit has long been known to be valuable in 
the production of normal peristalsis, because of 
the cellulose content as well as the presence of 
certain organic acids. 


Fruit and Meat Combinations Are Popular 


Combinations of fruits with other foods have 
become popular in recent years. The use of fruits 
with meats to take the place of one of the usual 
vegetables has become more and more common on 
all types of menus. Many of these combinations 
are important both from the standpoint of in- 
creased nutritional value and from that of palat- 
ability. 

A combination of banana with a meat entrée, 
for example, is attractive to the eye. It has zest 
and flavor and consequently aids digestion through 
its pleasing taste. This is also an excellent nutri- 
tive combination since the banana supplements 
the deficiency of calcium in the meat, while the 
meat contains the other necessary food constitu- 
ents. Because of their starch content, bananas 
may well be substituted for potatoes as well as for 
some of the other starchy vegetables. Pineapple, 
either cooked or raw, is likewise a valuable addi- 
tion to any meat and to other protein foods. 

Other new uses for fruits are supremes or cock- 
tails; fruit juices, sometimes spiced; fruit juices 
in combinations with fruits, colored and spiced; 
fruits in aspic; frozen fruit salads, and fruit plates. 

The importance of fruit on the hospital menu 
cannot be overemphasized. The color, aroma and 
flavor have a marked stimulating effect upon the 
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The Chief Dietitian of a 


GREAT NEW YORK HOSPITA 


features this Salmon Salad 
frequently in meat-free diets 
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Flake and bone Libby's Red Alaska Salmon. Mix Salmon with finely diced celery and may- 
onnaise dressing. Arrange on crisp lettuce and garnish with slices of hard-cooked eggs and 
sections of ripe tomatoes 


T's really quite a challenge to a 
| dietitian’s ingenuity—this prob- 
lem of the meat-free diet. Dishes 
that answer all requirements of cor- 
rect food values, variety, appetite 
appeal, and low or reasonable cost, 
are not too easy to devise. 


The Chief Dietitian of a famous 
hospital in New York has found the 
Salmon Salad pictured here an out- 
standingly popular and satisfactory 
main dish for meat-free trays. 

Being made with salmon, it con- 
tributes valuable protein, phosphor- 
us, iodine, and—according to recent 
research —Vitamin D, to the diet. 


Being made with Libby's Salmon, 
its appetite appeal, its delicious 
flavor and fine texture, are assured. 

Libby's Red Alaska Salmon costs 
you no more than ordinary brands. 
But open a can of this salmon and 
note its small, compact flakes, its 
firm meat and even, inviting color. 
Taste it—you will understand why 
its flavor has made Libby's Alaska 
Salmon so famous. 

You can absolutely depend on the 
quality of Libby's Foods, and on 
the uniformity of their pack. So 
make it Libby's when you order. 
Your usual source can supply you. 


Libby, MCNeill « Libby 
Dept. N-43, Welfare Bldg., Chicago 
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Foods 
~~ 


These Libby Foods of finest flavor are 
now packed in regular and special sizes 
for institutions: 


Tomato Juice 
Tomato Purée 
Catchup, Chili Sauce 
Hawaiian Pineapple 
California Fruits 
Red Raspberries 
Santa Clara Prunes 
in Syrup 
Strawberries 
Loganberries 
California Asparagus 
Stringless Beans 


Peas, Corn, Beets 
Spinach, Kraut 
Pork and Beans 
Jams, Jellies 
Olives, Pickles 
Mustard 
Bouillon Cubes 
Beef Extract 
Mince Meat 
Boneless Chicken 
Salmon 


Evaporated Milk 
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ATTENTION IS CALLED TO THIS NEW POURING SPOUT 


ONE inexpensive can 
of KARO SYRUP effectively 


—S —s 


modifies SIX quarts of whole milk 


Ox THE basis of tested and ap- 
proved feeding schedules averaged 


for babies up to an age of nine 

















months, one tablespoon of Karo 
would be used with about 6 fluid 
ounces of milk. On this basis,aone Feeding schedules, are not supplied 
and one-half pound tin of Karo to the laity. Mothers are always 
(which sells in grocery stores for advised to consult a physician in 
about 12¢) will furnish the neces- _ regard tothe nutritive requirements 
sary amounts of easily assimilated of the infant. 

carbohydrates,dextrin, maltose and Use of the pouring spout (fur- 
dextrose, for 6 quartsof whole milk. nished without charge) is recom- 
Probably no other infant food of | mended. This spout insures clean- 
equal acceptance isavailable atsuch —_liness—lessens danger of contami- 


low cost as Karo. nation— prevents waste. 


x . FREE 
Siow, | uae TO PHYSICIANS 


ars iets 

“om Sema / ; This convenient calculator of 
, feeding schedules is accurate, in- 
structive and helpful. The makers 
of Karo will gladly send one to 
you on receipt of your name and 
address. Write to Corn Products 
Refining Company, 17 Battery 
Place, New York City. 
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D o you know 


as much about cereals / 
as you do about milk — 


Ralston Wheat Cereal 


RALSTON PURINA CO., 475 Checkerboard Square, Dept. I., St. Louis, Mo. Send me material as offered in your advertisement. 


cy AMERICAN 
MEDICAL | 
ASSN. | 
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\Wrew a patient asks your advice 


about milk for children’s diets you know 
immediately what milk is best. You spe- 
cify whole “unskimmed” milk from a 
dairy which you know meets the stand- 
ards set by recognized public health 
regulations. 

But what about cereals? Knowing as 





proteins of exceptionally good quality. 


appetite-stimulating vitamin B. 





1. BROWN (bran) containing generous quantities of phosphorous and iron— 


2. WHITE (endosperm)a good source of carbohydrates for warmth and energy. 
3. YELLOW (embryo) one of the richest natural sources of the anti-neuritic, 


Be sure the cereal you recommend is “unskimmed.”’ Ralston contains the 
tiny brown, white and yellow particles. It is “unskimmed.” 


| 


——— 


much about cereals as you know about 
milk—you will insist that they too be 
“unskimmed.” For just as milk cannot 
provide full food value if the cream is 
skimmed off—a wheat cereal cannot pro- 
vide full value if any of the following 
three parts of the wheat berry are 
skimmed off in manufacture. 








Ralston Wheat Cereal is “wnskimmed.”’ It is Double-Rich in Vitamin B! 


Ralston Wheat Cereal provides the full food 
value of whole wheat (coarse bran removed) 
—the valuable inner bran layers, the endo- 
spermandembryo. But Ralston does even more 
than that! It now provides more vitamin B 
than any other cereal—because it is enriched 
with two and one-half times the amount of 
yellow embryo normally found in whole 
wheat. Think what that means! In one de- 
licious, economical, quickly cooked cereal 


your patient obtains the value of whole 
wheat—plus a double quantity of vitamin B. 

To provide you with more comprehensive 
information regarding this “‘unskimmed” 
wheat cereal double-rich in vitamin B, a 
Research Laboratory Report on the new 
Ralston has been prepared. Samples for dis- 
tribution to patients—and a copy of this 
report will be sent to you free, if you will 
fill out and mail the coupon below. 


Thus offer limited to residents of the United States 
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~ || 


PLUMBING 
APPLIANCES 


APPROVED BY 
RECOGNIZED 
SPECIALISTS 
SAFEGUARD 
OUR HEALTH 


Crane plumbing appliances are insurance against 


infection to the user, and protection to the 


patient against water pollution 


In the hands of the designers and 
engineers who create Crane hos- 
pital fixtures are precious lives. 
No less seriously do they accept 
their responsibility than the sur- 
geon in an operating room. 


In molding a line they eliminate 
a crevice where infection may 
breed. In developing an improve- 
ment, the dangers of back-siphon- 
age are precluded. In constant 


touch with surgeons and hospi- 
tals, ways are worked out to 
save split-seconds that may mean 
victory in the fight against 
disease. 

More than just materials make up 
the Crane line of hospital fixtures. 
Here is a service to hospital sani- 
tation, an advance in the tech- 
niques of physio- and hydrother- 
apy. a spur to hospital efficiency. 


CRANE 


CRANE CO., GENERAL OFFICES: 836 S. MICHIGAN AVE., CHICAGO, ILL. 


Branches and Sales Offices in One Hundred and Sixty Cities 





NEW YORK: 23 W. 44TH ST. 
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flow of digestive juices and often tempt the most 
jaded appetites. 

A colorful fruit adds a certain touch to a dull 
dish that might otherwise mar the whole meal. 
For example, what is more refreshing on a hot day 
than a fresh fruit cup, a fresh fruit plate, a nicely 
garnished fruit salad or a chilled fruit beverage? 

During the season when certain fresh fruits are 
too expensive to buy in quantities large enough to 
permit generous servings, salads or fruit cups can 
be made of well chilled canned fruits combined 
with fresh apples, bananas and oranges which are 
always to be found on the market at reasonable 
prices. This combination will have greater appeal 
if a touch of color in the form of fresh, out-of- 
season fruit is added. A single raspberry garnish 
for a fruit cup served on a wintry day or a piece 
of strawberry topping a fruit salad when straw- 
berries are scarce and expensive will please the 
patient and create good will for the hospital. 

There is no summer dessert more delightful 
than a plate of fresh fruit that can be eaten with 
the fingers. Some suggestions are strawberries 
with stems or fresh pineapple wedges served with 
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a mound of powdered sugar in the center of the 
plate. Another colorful combination plate is made 
by turning out a small mold of frozen fruit salad 
in the center of a glass plate garnished with let- 
tuce. Around this center salad are arranged 
attractively 4 sections of orange, 3 stuffed prunes, 
3 half wheels of pineapple, a pile of honey dew 
melon balls and a pile of watermelon balls. French 
dressing is served with the fruit. 

Fruit juices as mid-meal nourishments are most 
refreshing in hot weather. There is nothing more 
cooling on a sultry August day than a glass of 
thoroughly chilled orange juice to which has been 
added the juice of half a lime or a quarter of a 
small lemon. A tiny sprig of mint may be added. 
Another appetizing beverage may be made by 
pressing out the juice of Concord grapes. With 
the addition of a little lemon juice, this wi!l make 
an ideal hot weather mid-meal nourishment. 

The accompanying table shows fruits arriving 
on the Chicago market during the course of the 
vear. This material, condensed from a series of 
tables presented by the Hotel Monthly, is pub- 
lished here with the consent of that magazine. 





Should an Extra Charge Be Made 
for Special Diet Trays? 


This question has been asked by a superintendent of a 
teaching hospital in which it has been proposed that there 
be inserted on the rate card a charge for such special diet 
trays as diabetic, low protein and high caloric. In some 
institutions, in an effort to increase incomes, every possible 
service and commodity have been rated on the hospital’s 
charge list. Perhaps one of the least common of these 
charges is that for special diet trays. 

For some time it has been the custom for hospitals to 
make an extra charge for regular meals served to friends 
and relatives who may be visiting patients at mealtime. 
No one can object to such a procedure as being either un- 
usual or unfair. When the hospital guarantees to supply 
room, board and ordinary nursing care at a fixed rate, 
however, it is a dangerous procedure to charge for a diabetic 
tray in addition to the ordinary room rate. To be sure, the 
expense of preparing special trays is not small. Weighed 
diets are expensive because of the time consuming work 
necessary for their proper preparation. Certain special 
diets also require ingredients that are out of the ordinary, 
vegetables, fuits, meats and other commodities being fre- 
quently prescribed even though they are out of season and 
thus unusually costly. 

Even though it might appear basically just to make a 
special charge for this type of service, there is likely to be 
aroused in the minds of the patient and his relatives a 
suspicion as to the fairness of adding any extra charge to 
his announced room rate. There is great danger in these 
days of financial stress of exasperating the public by ex- 
acting numerous extra charges, and it appears much more 
businesslike for all these services to be included before the 
flat rate for room service is announced. Surely the hospital 








should not adopt the policy of conducting its private de- 
partment on the so-called European plan, providing only a 
room and charging extra for meals. Menus should be so 
prepared that articles not appearing on the day’s dietary 
may be secured at an extra cost. Routine diets that may 
be classed as maintenance diets, as well as those that are 
particularly of a therapeutic nature, should be supplied as 
a part of the service for which a flat rate is charged. 





Safeguarding Meat Supply Is State 


Service to Buyer 


Sources of unwholesome meat and meat food products 
are being eliminated rapidly from Pennsylvania under a 
statewide system of inspection which covers local supplies 
and does not overlap or duplicate the federal inspection 
carried on in the large packing establishments, or municipal 
meat inspections, according to a report from the bureau of 
animal industry, Pennsylvania Department of Agriculture. 

Meat hygiene officials of the bureau are busy throughout 
the year inspecting slaughter houses, carcasses and meats. 
So far this year 1,630 slaughter houses, 12,193 carcasses, 
1,600,000 organs, and 2,600,000 pounds of meat have been 
inspected. The report shows only fifteen of the slaughter 
houses have been found defective during the first two 
months this year. 

Much of the meat and meat products come from the large 
packing establishments which have careful federal inspec- 
tion of animals when slaughtered. The enforcement of the 
state meat hygiene law concerns the numerous small 
slaughter houses, each of which may not be the source of 
great quantities of meat, but are nevertheless important 
from the standpoint of protecting the public health. 
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THEY’VE BEEN SO KIND AND 


CONSIDERATE HERE 
: nd SS 





EN, Loo, like the cool, green 

color of Palmolive. The olive 
green—Nature’s own beauty trade 
mark. Each cake of Palmolive 
contains olive and palm oils . 
the centuries-old ingredients that 
make skin soft, smooth. No 
bleaches . . . no artificial colors, 
just the natural green of olive oil 


makes Palmolive green. 


Supply your guests with Palmolive. 
In spite of its prestige it costs no 
more than ordinary soaps. We will 
gladly send you, upon request, our 
‘ a _ , a new hotel booklet and prices of 

RACE, dear, it’s going to be so thrilling to be up Palmolive in four special sizes. 

and around again, and just as good as new! I’m Your name on the wrappers with 


terribly anxious to get home. orders of 1000 cakes or more. 


“But you know, it’s been very pleasant here. They’ve 
been so kind and considerate and it doesn’t live up to 
the conventional idea of a hospital at all. 

‘*Just the little things, I mean. It’s so nice to have your 


own complexion soap, Palmolive, without having to ask 
for it. You know I won’t use any soap except Palmolive. 





‘The nurse said that they wouldn’t think of 
having any other soap except Palmolive be- 
cause so many women demand it.”’ 


Colgate-Palmolive-Peet Company 
Palmolive Building, Chicago 


New York Milwaukee Kansas City San Francisco Jeffersonville, Ind. 





COLGATE-PALMOLIVE-PEET COMPANY 

Dept. 20H, Palmolive Building, Chicago 

Without obligation send me your free booklet “Building 
Cleanliness Maintenance” —together with Palmolive Soap 
prices. 
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NEWS OF THE MONTH 





Third International Hospital Congress 
Meets at Knocke Sur Mer, Belgium 


The Third International Hospital 
Congress meeting at Knocke Sur Mer, 
Belgium, June 28 to July 2, marked a 
new step in the development of inter- 
national cooperation in the hospital 
field. When Dr. W. Alter, Diisseldorf, 
and Dr. E. H. L. Corwin, New York, 
conceived in 1926 the plan to create 
international relations among _ hospi- 
tals, there existed national hospital 
associations in four countries only 
the United States, Great Britain, New 
Zealand and France. Today sixteen 
countries have national hospital asso- 
ciations. 

The International Hospital Con- 
gress which met in Atlantic City in 
1929 prepared the way for the crea- 
tion of the International Hospital As- 
sociation which was founded at the 
second congress in Vienna in 1931. The 
association is now functioning actively 
with ten permanent international 
study committees, an official organ, 
Nosokomeion, and machinery for the 
preparation of the international con- 
gresses and of the international post- 
graduate courses on hospital technique, 
the first of which was held last year 
in Frankfurt am Main with 150 par- 
ticipants from seventeen countries. 

The third congress gathered about 
400 members from some thirty na- 
tions. The economic crisis prevented 
an important participation from over- 








sea countries but Europe was repre- 
sented by many prominent experts. 
The Belgian Minister of Health opened 
the session. The main tendencies of 
the discussions were: 

1. The careful consideration not 
only of the big hospitals but also of 
the medium sized and smaller institu- 
tions, and the desire to help not only 
in the building of model institutions 
but also in the modernization of ex- 
isting hospitals. 

2. The recognition of the civic value 
of the hospital which must find its 
place in projects for city planning and 
regional planning, as well as in efforts 
for community organization. 

3. The development of preventive 
activities in the hospital which ought 
to embody a health center to take care 
of the maintenance of health as well 
as the cure of disease. 

4. The recognition of the social, cul- 
tural and moral duties of the hospital 
toward the patient—hospital social 
service, hospital library, recreation 
and occupational therapy. 

That the hospital has become a so- 
cial organ, linked with almost every 
activity in the community, was recog- 
nized. On the other side, it was con- 
ceded that a hospital policy is indis- 
pensable. Hospitals ought not to be 
created and located more or less hap- 
hazardly but should constitute a sys- 





tem and occupy strategic positions 
They should pool their resources and 
organize their cooperation, the smaller 
institutions being linked with more 
complete institutions, and these in 
turn with the university hospitals. 

M. Sarraz-Bournet, who occupies a 
high post in the French Ministry of the 
Interior, signified his intention to re- 
organize the French hospital system 
according to these ideas. 

The arrangements for the congress 
were made by the Belgian Hospi- 
tal Association, aided by the Belgian 
Red Cross. The study of the various 
problems was the work of the perma- 
nent international study committees, 
which were under the direction of Doc- 
tor Alter. 

Dr. René Sand, president of the In- 
ternational Hospital Association, was 
in the chair. Doctor Sand announced 
his resignation due to the pressure of 
work at the League of Red Cross So- 
cieties, for which he acts as technical 
counselor. He was elected honorary 
vice chairman. Prince Charles of Swe- 
den, president of the Swedish Red 
Cross, was elected honorary president 
of the International Association. Doc- 
tor von Deschwanden, Luzern, was 
elected acting president. 

The fourth international congress 
will be held in Rome in 1935 and the 
fifth will meet in London in 1937. The 
second international postgraduate 
courses will be held next year in Swit- 
zerland, beginning in Zurich, continu- 
ing in Luzern and Bern and closing in 
Leysin and Montana. 





Construction Work Started 
on New Nurses’ Home 


Ground was broken recently for the 
central unit of the new nurses’ home 
at Vassar Brothers’ Hospital, Pough- 
keepsie, N. Y., which will be known 
as the Mary T. Tower Memorial. The 
building will be constructed of brick 
and other fire resistive materials, and 
will consist of a basement and three 
stories. 

The first floor will contain the main 
lounge, two small reception rooms, a 
library and two suites of rooms for 
nurse supervisors. The first floor ar- 
rangement will be altered slightly 


when further additions are made to 
the unit. The basement will contain a 


small laundry, a trunk room, the 
housekeeper’s linen and storage room, 
a men’s smoking room, a game room, 
a sewing room and space for the ele- 
vator machinery as well as other facili- 
ties. 

The second and third floors will be 
devoted to living quarters for the stu- 
dent nurses, each of whom will have a 
room approximately 9 feet wide by 14 
feet long. Each room will contain a 
clothes closet and a lavatory. There 
will be accommodations for eleven 
students on each floor. The central 
bathrooms will contain both tubs and 
showers. Each of these floors will 
have a small breakfast room where 
the students may prepare and serve 
informal meals. 








Jewish Memorial Hospital 
Will Erect Buildings 


A new center for the Jewish Memo- 
rial Hospital, New York City, will be 
erected some time this year and will 
probably be open to the public early 
in 1934, it was announced at the an- 
nual meeting of the institution’s board 
of directors and staff members, held 
recently. 

According to a report read by the 
secretary of the hospital board, Joseph 
Feinberg, more than 60 per cent of 
the patients of the hospital during the 
last ten years have been other than 
Jews, and the free days accorded to 
patients have numbered 81,188. The 
buildings will cost around $800,000. 
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For Oral Use in Anemia 
and Other Conditions 


PULVULES LEXTRON No.55 


A stomach-liver concentrate 
with iron and vitamin B. 


EFFECTIVE 


Nine capsules produce at least 
75 percent as much hemoglobin 
as 300 grams of fresh liver. 


CONVENIENT 
Three capsules, t. i. d. 


WAU 
A 
earn 7/ 


HI] 


UHV 


mae ae 
Se aa 


HAN 








th | 
did. A i ri 
ane TA 
*, 

















ELI LILLY AND COMPANY 
Indianapolis, Indiana, U. S. A. 
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NEWS OF THE MONTH 


Oregon Plans $1,500,000 Hospital 
Building and Remodeling Program 


Citizens of Oregon have prepared 
proposals for hospital construction 
totaling over $1,500,000, it is an- 
nounced. These proposals are now be- 
ing considered by a_ reconstruction 
advisory board appointed by Governor 
Meier. Proposals approved by the 
board and by the governor will be sent 
to Washington as a basis for loans 
under the Federal Public Works Bill. 

The largest projects are in Mult- 
nomah County, which contains the city 
of Portland. It is proposed to erect 
two new wings to the Multnomah 
County Hospital at a cost of $275,000. 
This hospital, with a rated capacity of 
280 beds, had an average occupancy 
during 1932 of 92 per cent, according 
to the Council on Medical Education 
and Hospitals of A. M. A. During the 
present year it has been overcrowded. 

The University of Oregon medical 
school has made application for funds 
for the construction of a psychopathic 
hospital of 100 beds and a tuberculosis 


unit of the same size, both to be built 
adjacent to the present hospital group 
on Marquam Hill. It is proposed that 
the two units be designed so that 
either type of patient may be cared 
for in either section, thus permitting 
flexibility according to the demands 
made on the hospital. The psycho- 
pathic hospital is particularly desired 
so as to permit a careful study of each 
case before commitment to the state 
hospitals for the mentally ill and to 
permit proper teaching in the medical 
school. 

Oregon has two state tuberculosis 
hospitals now, but the number of pa- 
tients has far exceeded the capacity 
and there is a long waiting list. Over 
half of the cases in the state come 
from Multnomah County yet in that 
county there now are only thirty-five 
beds for tuberculous patients and 
these are in a remodeled barn near the 
city limits of Portland. Oregon has 
altogether only 503 beds in hospitals 


and sanatoriums for the tuberculous 
and of these seventy-eight beds are in 
a private sanatorium. With a total 
state population of 950,000 the inade- 
quacy of the facilities is apparent. 

The full list of tentative projects 
is as follows: 

Portland—two new wings to Mult- 
nomah County Hospital, $275,000; 
Portland—psychopathic unit and tu- 
berculosis unit at University of Oregon 
Medical School, $500,000; Portland— 
additional nurses’ home at Multnomah 
County Hospital, $140,000; Portland 
—convalescent home at Multnomah 
County Hospital, $68,200; Portland— 
new tuberculosis hospital at Mult- 
nomah County Farm, $95,000; Wal- 
port—completion of community hospi- 
tal, $5,000; Coquille—new county 
hospital, $55,000; Enterprise—remod- 
eling of general hospital, $35,000; The 
Dalles—additional wing to state tu- 
berculosis hospital, $125,000; Gold 
Beach—general hospital, $30,000; 
Hillsboro—general hospital, $35,000; 
Roseburg—new wing to Sisters of 
Mercy Hospital, $35,000; Pendleton— 
new receiving ward, Eastern Oregon 
State Hospital (mental), $165,000. 





Figures Show Crowded 
Conditions in Hospitals 


Overcrowded conditions in New 
York City hospitals brought about by 
the depression are revealed in figures 
made public by Dr. J. G. William 
Greeff, hospital commissioner. In 1932, 
according to Doctor Greeff, the aver- 
age daily hospital census was 17,724, 
an increase of 25.7 per cent over 1929. 
For the first quarter of 1933 the aver- 
age figure was 19,257. 

Visits to city clinics increased from 
1,001,936 in 1929 to 2,000,848 in 1932, 
an increase of 99.6 per cent. 





Medical Social Service 


Handbook Is Published 


A handbook on statistical reporting 
in the field of medical social service 
has just been published by the Chil- 
dren’s Bureau of the U. S. Department 
of Labor. The handbook is a product 
of a joint committee of the American 


Association of Hospital Social Work- 
ers and the advisory committee on so- 
cial statistics of the Children’s Bureau. 
Various chapters deal with a definition 
of the field of medical social service, 
units of count for statistical reports, 
forms for statistical recording and the 
method of making service counts. 





Hospital Headquarters 
Opened at Chicago Fair 


The Chicago Hospital Association 
has set up a rest room and exhibit in 
the Hall of Science at A Century of 
Progress Exposition. This booth is to 
serve as headquarters for persons con- 
nected with hospitals. There will be a 
person in charge to give information 
and make arrangements for visits to 
the local hospitals. Some exhibit mate- 
rial from the American Hospital Asso- 
ciation will be on display as well as 
some instruments that were manufac- 
tured by Chicago instrument houses 
for some famous Chicago surgeons. 


Mortality Among Mothers 
Drops at New York Lying-in 


Mortality among mothers confined 
at the Lying-in Hospital, New York 
City, now a part of the New York 
Hospital in association with the Cor- 
nell University Medical College, was 
3.3 per 1,000 during 1932, as compared 
with 4 per 1,000 during 1931. This 
fact is revealed in the annual report 
of the institution, which also indicates 
2,565 confinements during the year 
with 2,670 babies born. 





Hospital's Former Patients 
Hold Homecoming Party 


More than 200 mothers, all of them 
former maternity patients, gathered 
with well over 200 hospital babies at 
the recent “homecoming” at Burling- 
ton Memorial Hospital, Burlington, 
Wis. The program for the afternoon 
included inspection of the building, 
music, refreshments and addresses by 
hospital officials. 
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Rigid Hospital Economy 


makes LYSOL a first essential! 











F YOURS is one of the few hospitals which still regard 
I “Lysol” as an expensive luxury . . . if you still have faith 
in the economy and efficiency of cheap, watery disinfectants 
. . « then read these new developments in the field of 


modern antisepsis. 


A recent specimen comparison revealed that “Lysol” con- 
tains 20% more active germ-killing concentrate and 50% 
less water than the average of 10 of its leading imitators. 
How much water do you pay for in each gallon of antiseptic 


you buy? 


In the standard U. S. Food and Drug Administration Test 
devised to determine the true working efficiency of an 
antiseptic, “Lysol” proved its power to kill germs in the 
presence of organic matter (serum). In this same test, 
chlorine compounds lost 95% and more of their germicidal 
efficiency . . . Can you afford an antiseptic of this type, at 


any price? 


With its recent increase in phenol coefficient, “Lysol” is 
now double-strength . . . It searches out and kills infectious 
germs in a fraction of the time required by ordinary disin- 


fectants. Yet it remains free of caustic properties and is still dp 
866. U.S. PAT. OFF) Disinfectant 


non-specific in its germicida! action. 


With the new double-strength “Lysol” selling at the new 
J 5 




















non-profit-price to hospitals, there can now be no reason to 
gamble with unstable “price-disinfectants.” Gallon for gal- 
lon, in effective solution, “Lysol” has no equal in economy 


and safety. SEND THIS COUPON 


For information concerning our special Yearly 


Purchase Plan for Hospitals; and charts prov- 


NOW REDUCED TO it rence ne 


LEHN & FINK, Ine. 


' : i Hospital Dept. 8, Bloomfield, N. J. 
‘ | Please send complete information on your 
j “Lysol” Yearly Purchase Plan... and proof of 

“Lysol” economy and effectiveness. 


Name 


PERGALLON 


«+ 0n 50-galion contracts ... with Hospital __ : 


delivery at any intervals you specify, in lots of 10 gallons. | a Se 


‘ © 1933, Lehn & Fink, Inc. 
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Radiologists Will Hold 
Big Meeting in Chicago 

The largest radiological congress 
ever held in the United States will 
take place in Chicago when the four 
national radiological societies meet 
there in joint convention, Septem- 
ber 25 to 30. According to Dr. Henry 
K. Pancoast, Philadelphia, president, 
American Congress of Radiology, all 
physicians, physicists, biologists and 
others connected with the allied sci- 
ences will be welcome at the congress. 

The four radiological societies spon- 
soring the congress who have elimi- 
nated their regular annual meetings 
for 1933 in its favor are: the Amer- 
ican College of Radiology, the Amer- 
ican Radium Society, the American 
Roentgen Ray Society and the Radio- 
logical Society of North America. The 
Chicago Roentgen Society will also 
participate. 

Scores of visitors from Central and 
South American countries are ex- 
pected to attend the congress, and in- 
vitations have been sent to European 
colleagues. Over 150 essayists will 
devote fifty-five full hours to the scien- 
tific program. The six-day program, 
however, places the scientific meet- 
ings to terminate at 2 p.m., leaving 
the afternoons free for visiting A Cen- 
tury of Progress Exposition. 





Carl P. Wright Elected 
Secretary of N. Y. Group 
Carl P. Wright, superintendent, 
General Hospital, Syracuse, N. Y., is 
the new secretary of the Hospital As- 
sociation of the State of New York. 
Mail for the association should be ad- 
dressed to Mr. Wright rather than to 
Julian Funt whose reelection was in- 
correctly reported in the July issue of 
The MODERN HOSPITAL. 





Rackham Will Leaves 
Millions to Charity 


The will of the late Horace H. Rack- 
ham, filed recently, leaves nearly $30,- 
000,000 as a trust fund for various 
charitable purposes. Between $13,000,- 
000 and $15,000,000 is to be available 
immediately and the balance during 
the next twenty-five years. 

The disposition of this large fortune 
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will be made by a board of trustees, 
one of whom is Mrs. Rackham. Ac- 
cording to the will, the principal and 
income are to be expended for “such 
benevolent, charitable, educational, sci- 
entific, religious and public purposes 
as in the judgment of the trustees 
will promote the health, welfare, hap- 
piness, education, training and devel- 
opment of men, women and children, 
particularly the sick, aged, young, 
erring, poor, crippled, helpless, handi- 
capped, unfortunate and underprivi- 
leged, regardless of race, color, reli- 
gion or station, primarily in Michigan 
and elsewhere in the world.” The trus- 
tees may expend the income as they 
see fit for the broad purposes enumer- 
ated above. 





Traveling Hospital Placed 
in Service in Canada 


A traveling hospital has just been 
put into service on the lines of the 
Canadian National Railways in north- 
ern Ontario between North Bay and 
the Manitoba boundary. It will serve 
a huge territory that has been without 
hospital facilities of any kind. 

The hospital consists of a car, spe- 
cially designed by the railway com- 
pany and turned over by it to the Red 
Cross Society for maintenance. The 
Red Cross will staff the car and the 
railway company will move it from 
point to point without charge. The 
car is seventy-five feet long and con- 
tains a fully equipped hospital ward 
with three beds in it, sleeping quar- 
ters for the nurses who are in charge 
and an operating room complete in 
every detail for hospital and clinical 
work. 





Study on Use of Graduate 
Nurse Is Published 


“The Use of the Graduate Nurse 
for Bedside Care in the Hospital” is 
the title of a study published recently 
by the department of studies of the 
National League of Nursing Educa- 
tion. 

Included in the contents are: a gen- 
eral review of the literature on the 
use of the graduate nurse; a com- 
parative study of the bedside activi- 
ties of the graduate and the student 
nurse in the hospital; a study to ascer- 
tain the relative value to the hospital 





of the graduate and the student nurse; 
inclusive functional classification of 
the bedside staff, including graduates, 
students and nurses’ assistants; sug 
gested work schedules for ward help- 
ers, orderlies, kitchen maids and por- 
ters; a study of the activities of 
nurses’ assistants and conditions that 
should control their use. 

Copies of the study may be secured 
from the National League of Nursing 
Education, 450 Seventh Avenue, New 
York City, at fifty cents each. 





Bronx Hospital Marks 
Its First Anniversary 


The Bronx Hospital medical staff 
recently celebrated the first anniver- 
sary of the opening of the new $2,500,- 
000 building by giving a dinner in 
honor of Alexander Selkin, president 
of the hospital, and members of the 
board of directors. 

Since its opening in June, 1932, the 
Bronx Hospital has had a 77 per cent 
occupancy. A total of 7,248 patients 
were treated during the year and 
more than 60,000 patient days’ service 
were given. The nine-story building, 
one of the modern institutions in New 
York City, has a capacity of 310 beds. 
William B. Seltzer is superintendent. 


Coming Meetings 


American College of Surgeons. 
President, Dr. J. Bentley Squier, New 
York City. 
Director general, Dr. Franklin H. Mar- 
tin, 40 East Erie Street, Chicago. 
Next meeting, Chicago, October 9-13. 


American Dietetic Association. 
President, Dr. Kate Daum, University of 
Iowa Hospital, Iowa City, Iowa. 
Business manager, Dorothy I. Lenfest, 
185 North Wabash Avenue, Chicago. 
Next meeting, Chicago, October 9-12. 


American Hospital Association. 

President, Dr. George F. Stephens, Win- 
nipeg General Hospital, Winnipeg, 
Man. 

Executive secretary, Dr. Bert W. Cald- 
well, 18 East Division Street, Chicago. 

Next eeting, Milwaukee, September 

-15. 
American Protestant Hospital Association. 

President, Rev. Thomas A. Hyde, Christ 
Hospital, Jersey City, N 

Executive secretary, Dr. Frank C. Eng- 
lish, 3233 Griest Avenue, Cincinnati. 

Next meeting, Milwaukee, September 
8-11. 
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ARTIFICIAL SUNSHINE. :: 


Eveready Four-Arc 
Solarium Unit 


Motor feed maintains 
uninterrupted arc of 
uniform length and 


radiant energy. 


Eveready 
Sunshine Lamp 


For hospital bedside 
or the home. 
Automatic cut-off pre- 


vents over-exposure. 


Natural Sunlight is closely duplicated by 
these units when equipped with the special 
glass filter panels and Eveready Sunshine 
Carbons. 

They can also be adapted to penetrating 
infra-red (heat) radiation, accompanied by a 
mild ultra-violet emission, by equipping them 
with Eveready Therapeutic **E’’ Carbons. 





NATIONAL CARBON COMPANY, INC. 
Carbon Sales Division . Cleveland, Ohio 
Unit of Union Carbide UCC} and Carbon Corporation 


Branch Sales Offices: 


Pittsburgh San Francisco 


New York Chicago 
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PENETRATING INFRA-RED 


HEMA too 
-EVEREADY- 


Carbon Arc Solarium ‘Units 
Professional Model Lamps 


and Sunshine Lamps 
equipped with 
EVEREADY 
THERAPEUTIC “C” CARBONS 


(Patented) 
are powerful sources of 


ERYTHEMA PRODUCING 
ULTRA-VIOLET RADIATION 


When these lamps are equipped with Eveready 
Type “*C*’ Carbons, and the special glass filter 
panels supplied with each lamp are removed, 
an intense ultra-violet emission is obtained 
which will produce an erythema at a conve- 
nient irradiating distance in a brief period 


of exposure. 
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Health Insurance Approved by 


Probably the most thoroughgoing 
study of medical economics that has 
yet been made by any state or county 
medical society was adopted by the 
Michigan State Medical Society on 
July 12. The report is the work of a 
committee appointed in September, 
1931. 

The most basic of the recommenda- 
tions in the report is the approval of 
the principle of health insurance. In 
summary form, the principal recom- 
mendations are: 

1. That the society approve of the 
principle of health insurance. 

2. That the committee on medical 
economics be directed to prepare a 
plan or plans for health insurance 
based on the following policies: (a) 
free choice of physician; (b) limita- 
tion of benefits to medical service; (c) 
control of medical service by the pro- 
fession; (d) exclusion of individuals 
or organizations that might engage in 
health insurance for profit. 


Michigan Medical Society 


3. That the community and the med- 
ical profession undertake the medical 
care of the indigent as a joint respon- 
sibility, the community to contribute 
funds and the profession to make a 
partial contribution of services. The 
community funds to be used to com- 
pensate physicians, in part, for serv- 
ices to indigents in proportion to serv- 
ice rendered. 

4. That the community centralize in 
one agency the social and economic ap- 
praisal of the individual’s or family’s 
right to such medical service. 

5. That the society approve the prin- 
ciple of subvention through state or 
local funds to assure reasonably ade- 
quate medical care in sparsely settled 
areas. 

6. That the county be established as 
the basic public health unit, with juris- 
diction of all cities within its area; 
that two or more counties be permitted 
to form district health departments 
with the approval of the state health 


commissioner; that counties be assisted 
by state funds. 

7. That the University Hospital re- 
strict its activities to those efforts di- 
rected strictly toward medical educa- 
tion. 

The question of group practice is 
avoided with a statement that there 
are insufficient data on which to base 
a conclusion on the merits or defects 
of this practice. 

The report, a document of over 200 
pages, has chapters on population, in- 
comes and costs of living in Michigan; 
illness: its incidence, care and costs; 
physicians: distribution, practice and 
income; hospitals; the University of 
Michigan Hospital; public health; va- 
rious miscellaneous aspects of medical 
service. 

The chapter on hospitals, although 
short, is packed with information. Ex- 
cluding federal hospitals, there were, 
according to the report, 233 hospitals 
in Michigan in 1931, with 42,041 beds. 
Just over half of the beds were in gen- 
eral and special hospitals. Of the bal- 
ance, 17,453 beds were in nervous and 
mental hospitals and 3,091 in tubercu- 
losis institutions. 





New Cancer Clinic Opened 
at New York Infirmary 


The Kate Depew Strang Clinic for 
Cancer and Allied Diseases was for- 
mally opened recenily as a regular 
department of New York Infirmary 
for Women and Children, New York 
City. The clinic, costing about $30,000, 
is the gift of Dr. Elsie Strang 
L’Esperance, who has been associated 
with the infirmary for many years, 
and her sister, May Strang. 

The clinic will have a staff of seven 
and is equipped with a 250,000-volt 
x-ray tube. The gift includes mainte- 
nance for two years. 





Georgia Association 


Elects New Officers 


Robert Hudgens of Emory Univer- 
sity Hospital was elected president of 
the Georgia Hospital Association at 
its fourth quarterly meeting. Other 
officers elected are: first vice-president, 


Jessie M. Candlish, Egleston Memo- 
rial Hospital, Atlanta; second vice 
president, Theresa Younger, Scottish 
Rite Hospital, Decatur; trustee, Annie 
Bess Feebeck, Grady Hospital, Atlan- 
ta, and treasurer, George R. Burt, 
Piedmont Hospital, Atlanta. The asso- 
ciation agreed to waive state dues for 
the balance of the year 





Large Hospital Is Being 
Built in Italian City 


A large civilian hospital is under 
construction at Milan, Italy. The new 
hospital, according to the Journal of 
the American Medical Association, 
will have a capacity of 1,500 beds, 500 
for medicine, 500 for surgery and 500 
for the specialties. No ward will have 
more than six beds, while the wards 
will be grouped into sections of about 
thirty beds each. The elimination of 
porches on the ground floor, and the 
construction of balconies will enable 
convalescents to be outdoors. 


Health Through the Ages 


Under this title, the Metropolitan 
Life Insurance Company has issued 
an interesting booklet written by 
C.-E. A. Winslow and Grace T. Hal- 
lock. Starting with the medicine man 
of the Stone Age, it describes the ad- 
vances in medical and public health 
methods up to the present day. Like 
other nontechnical publications of this 
company, it is written in a readable 
style and would be useful in spreading 
the gospel of scientific medicine 
among hospital patients. 





Hospital Institute 
Attracts Attention 


The Institute for Hospital Adminis- 
trators, which will open in Chicago on 
September 18, has attracted wide at- 
tention in the hospital field. More 
than one hundred requests for appli- 
cation blanks have been received by 
the American Hospital Association and 
fifty-one persons have registered. 





at? ge = 


_ = "an > ae a 


LL =O eS eS ee 








THE MODERN HOSPITAL—August, 1933 














How Will Minimum 
Wage Laws Affect 
Your Purchases? 


@ The garment industry has long been cursed with 
practices revolting to any one familiar with the 
facts. Not all garment manufacturers have been 
guilty of these practices. But the practice has been 
general enough so that the industry as a whole has 
been forced to bear the stigma of “sweat shops” 


and “child labor.” 


® We congratulate the new administration on the 
social advancement contemplated in the National 
Industrial Recovery Act. 


® We are not sanguine enough to believe this act 
ushers in the millennium. The victims of “sweat 
shop” methods are never the strong nor powerful. 
They will still be fearful of reprisals if they raise 
their voices in complaint. Sweat shop operators 
with their twisted minds will still ferret out holes 
through which they can crawl in evading the law. 


®@ Good hospital garments can be produced at rea- 
sonable prices without indulging in “sweat shop” 
practices. We have successfully demonstrated that 
fact. And we have made a profit while so doing. 


® Wisconsin has had a minimum wage law for 
years. Sweat shops are illegal in Wisconsin. But, 
over and beyond that, Will Ross has never been 
forced to think in terms of Minimum Wage Laws 
because we have always paid our workers on a 
much higher scale than the law required. 


® To build a business under such circumstances re- 
quired that we study the business more thoroughly, 
produce higher and more constant quality and give 
dependable service. The fact that our business has 
grown is sufficient evidence that our methods were 
both successful and appreciated. 


® You are among the leaders in social thought 
and social service. Therefore, we believe it is of 
vital interest to you to know that we never have, 
do not now, and never will employ “sweat shop” 
tactics. Nevertheless, as in the past, we solicit 
your business wholly on the basis that we produce 
good hospital garments at reasonable prices. 





WILL RO S S, In Ce, Wholesale Hospital Supplies 
779-783 N. Water Street Milwaukee, Wisconsin 














GARMENTS - LINENS + BLANKETS 
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*T his nurse washed her 


hands 69 times during a 
ten-hour period of duty 


How often does a nurse wash her hands while on duty 


Careful observation in a prominent children’s hospital 
revealed the amazing fact that one nurse washed her 
hands 69 times during a ten-hour period of duty 

Hospital authorities unanimously agree that frequent 
washing of the hands is vitally important in modern 
nursing care. But with such frequent washings, is it any 
wonder that nurses’ hands must have the protection of a 
pure, mild soap? And what soap is better able to assure 
this protection than pure, gentle Ivory Soap? 

Ivory’s many fine qualities are appreciated alike by 
doctors, nurses and patients. For Ivory cleanses the 
skin thoroughly, agreeably and safely 

Ivory puts no undue strain on hospital budgets. Its 
price is as low as its quality is high 


Procter & Gamble, Cincinnati, Ohio 


4 o 
Cont entent 


IVORY 
SOAP 


MINIATURE « IVORY 
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Schools Found Lacking 
in Psychiatric Training 

The status of psychiatric medica! 
education is disclosed in a two-year 
study of medical and lay activities 
throughout the United States made by 
Dr. Ralph A. Noble, clinical professor 
of psychiatry, Yale University, and by 
Dr. Franklin G. Ebaugh, director, 
Colorado Psychopathic Hospital, Den- 
ver, and professor of psychiatry, Uni- 
versity of Colorado. 

Psychiatric training at 68 medical 
schools was shown to be in a “confused 
state,” in many of them constituting 
little more than a gesture. Its study 


is organized as a separate department 
and a major branch of medicine in 20 
of the schools. In 15, it forms a depart- 
ment in conjunction with neurology. 
It is classed with the study of internal 
medicine in 32 of the schools, and one 
school makes no provision for it in its 
curriculum. This study, financed by 
the Commonwealth Fund, the New 
York Foundation and the American 
Foundation for Mental Hygiene, urges 
a revision of the medical curriculum 
to include a fuller understanding of the 
mental aspects of general medical 
practice and to counteract “the grow- 
ing evil of the treatment of mental 
ailments by poorly qualified persons.” 





Big Increase in O.P.D. Work Revealed 
in Pittsburgh Hospital’s Annual Report 


The out-patient department of 
Montefiore Hospital, Pittsburgh, re- 
corded 50,398 patient visits during the 
year 1932—a figure nearly double that 
recorded for the work done in the de- 
partment in 1930, according to the 
annual report of Abraham Oseroff, 
superintendent. 

“From the community health point 
of view, no portion of our work carries 
greater significance than that of the 
out-patient department or dispensary,” 
Mr. Oseroff’s report states. “The mere 
citation of the figures,” the report 
continues, “is sufficient in itself to indi- 
cate the extent of medical service for 
which this department last year as- 
sumed full responsibility. When we 
use the word dispensary, many of us 
think of the clinic of ten or twenty 
years ago, where a hoard of poverty- 
stricken men, women and children, 
with ailments real or imaginary, ap- 
peared before the doctor, usually a 
general practitioner without special- 
ization, who received little assistance 
either in personnel or equipment. 
Handicapped as he was, the doctor 
could follow but one program—a greet- 
ing, a rapid-fire prescription and a 
dismissal. 

“How wholly different is the picture 
of out-patient service today. We have 
here a complete diagnostic service of 
the type that those able to pay would 
find expensive. The patient appears 
first in a clinic on general medicine, 





where the coordinating physician prop- 
erly allocates the case for careful study 
and accurate diagnosis, from which 
point, if necessary, the patient is re- 
ferred to specialized clinics, such as 
metabolism, gastro-enterology, cardi- 
ology, dermatology or dentistry. From 
either the primary clinic in general 
medicine, or the specialized clinics, the 
patient may be referred, and usually 
is, to the pathologic laboratory for 
special study, to the x-ray laboratory 
for necessary procedures there, if such 
are indicated in the symptomatology 
of the patient, and finally for return 
to the primary clinic for a summary of 
his case and plan of treatment. There 
is no hit-and-miss prescribing. The 
patient is given intensive care and 
treatment equal and sometimes even 
superior to that at the service of the 
private patient who pays his way. In 
order to render this service it is neces- 
sary to have available a large staff of 
doctors, technicians, nurses, social 
workers and clerks. 

“No statement on the work of the 
out-patient department is complete 
without mention of the doctor, who 
gives his service without pay. The 
members of our staff during the past 
year gave more than 20,000 hours of 
their time to the care and treatment 
of free patients. They performed ap- 
proximately 1,700 major and minor 
operations on patients who were un- 
able to pay the hospital or the doctor. 





An Interesting Study 
on Chronic Diseases 


With his usual deft touch, Dr. 
George H. Bigelow, commissioner of 
health of Massachusetts, has, in col- 
laboration with his associate, Doctor 
Lombard, written a book that delights 
as it instructs. Concealed beneath the 
weighty title of “Cancer and Other 
Chronic Diseases in Massachusetts” is 
a fascinating group of essays and 
studies which far transcend the usual 
statistical tome. “As a result of some 
years of labor in this field,” the auth- 
ors say, “we have produced perhaps 
a mouse. But compared with nothing 
a mouse is relatively a gigantic beast.” 

Chronic disease is important in the 
authors’ opinion because the change in 
the composition of our population has 
increased the proportion of persons in 
the older age groups that are suscepti- 
ble to these diseases, because the dis- 
ease rates are actually increasing, and 
because the cases are of long duration. 

“Certainly when we find that of the 
138,000 cases of rheumatism in Massa- 
chusetts 70 per cent, or over 90,000, 
are getting no care, on the one hand, 
while adequate medical centers assure 
us that 70 per cent could be cured or 
definitely benefited, it does not take a 
course in higher mathematics to realize 
that the public is not getting what in 
our present knowledge it is entitled to.” 

While the authors readily grant that 
medical knowledge of chronic diseases 
is far from adequate, they declare that 
even beyond more knowledge “we need 
ability to put such knowledge as we 
have and will have to work for the ben- 
efit of the people.” 

The book is published by Houghton 
Mifflin Co. at $4. 





Mansfield Hospital Plans 
Erection of Addition 


Plans for a $50,000 addition to the 
Mansfield General Hospital, Mansfield, 
Ohio, were announced at a_ recent 
meeting of the hospital board. A new 
wing to provide approximately twenty- 
five additional rooms is to be built. 

There is already $35,000 available 
in the hospital fund for constructing 
the new wing, and the additional $15,- 
000 needed will be obtained, it is hoped, 
through a loan from the federal gov- 
ernment’s public works fund. 
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the handy new fastener 
for patients’ and surgeons’ gowns 





and the reason we are making such a 
fuss over it Is simply this... 


You can forget about your tie tape troubles. No longer will your gowns be 
subject to frequent trips to the repair room for tape replacements. No longer : 
will your nurses be tempted to reach for the scissors rather than to struggle | Always 


with a knot. Servie 

SPEARGRIP is the simplest, surest fastener ever devised. It is easy to | 
fasten and equally simple to unfasten AND AT THE SAME TIME IT IS 
ATTACHED TO THE GOWN PERMANENTLY. —— a 


WHAT AN IMPROVEMENT!!! ee | 


SPEARGRIP always lies flat for utmost comfort—cannot knot nor become 
accidentally unfastened—is unaffected by laundering—has no metal parts 


to rust or jam—AND IT SAVES MONEY FOR YOUR HOSPITAL BY ELIMI- 
NATING REPAIRS AND REPLACEMENTS. 


Send for a sample SPEARGRIP fastened gown today. Simply mail the 
coupon torn from this page without obligating yourself in any way. 




















Fastens Se- 
curely in a 
Jiffy. Stays 
Flat for Com- 
fort. Patent 
Pending. 




















v 





4a 
™ 


DO YOU KNOW THAT THE "KLEINERT” LINE OF BOILABLE RUBBER SHEETING IS SOLD THROUGH US? 


MARVIN-NEITZEL CORP. (tesiti( ized) somo non om 


fasteners. 





“Everything from cloth for the Hospital” 


Name 


Institution 


TROY, N. Y. 192 LEXINGTON AVENUE, N. Y. C. 


Address 
M8H3 
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R. N. BrouGu, formerly superin- 
tendent, Homeopathic Hospital, East 
Orange, N. J., has been made superin- 
tendent, Norwalk General Hospital, 
Norwalk, Conn., succeeding CHARLTON 
B. STRAYER. MR. BROUGH will be suc- 
ceeded by CHARLES LEE. MR. LEE was 
for eight years superintendent, Water- 
bury Hospital, Waterbury, Conn., and 
for the past five years has been con- 
nected with the New York Ophthalmic 
Hospital and the New York Homeo- 
pathic Medical College and Flower 
Hospital, New York City. 


Dr. GEORGE W. Morrow is the new 
superintendent, Kankakee State Hos- 
pital, Kankakee, III. 


Dr. OscaR J. HAGEBUSH, superin- 
tendent, Anna State Hospital, Anna, 
Ill., for the past four years, has re- 
signed. 


Dr. DANIEL COFFEY, who has served 
as superintendent, Chicago State Hos- 
pital, Dunning, IIl., for the past twelve 
years, resigned recently. 


ELEANOR J. JOHNSTON, superintend- 
ent, Orillia Soldiers’ Memorial Hospi- 





PERSONALS 


tal, Orillia, Ont., for the past twenty- 
five years, has resigned. 








ANGELINE SHUTTS has been ap- 
pointed dietitian and housekeeper, 
Dover General Hospital, Dover, N. J. 
Miss SHUTTS was previously dietitian 
at the Letterman General Hospital, 
San Francisco. 


Dr. CHARLES J. SHRAMEK has been 
appointed superintendent, Douglas 
County Hospital, Omaha, Neb., suc- 
ceeding the late P. A. BRENNAN. 


KATHLEEN GIBBONS was_ recently 
named superintendent of Woodford 
County Tuberculosis Sanitarium, Min- 
onk, Il. 


Dr. JOHN H. HARE, former Indiana 
state health commissioner, has been 
appointed superintendent, Evansville 
State Hospital, where he will succeed 
Dr. C. E. LAUGHLIN. 


MARJORIE B. DAvis has been ap- 
pointed director of nursing, New York 
Post-Graduate Medical School and 
Hospital, New York City. Miss DAvis 
comes from Johns Hopkins Hospital, 








Baltimore, where she was assistant 
superintendent of nurses. 


C. C. HAWKINS has been named tem- 
porary manager, Jefferson Davis Hos- 
pital, Houston, Texas, to succeed J. F. 
MILLER. 


Dr. W. H. SLAUGHTER, superintend- 
ent, United States Marine Hospital, 
Memphis, Tenn., was transferred on 
August 1 to Galveston, Tex., where he 
will assume charge of a new govern- 
ment hospital there. Dr. M. S. Lom- 
BARD, superintendent, United States 
Marine Hospital, Key West, Fla., has 
been appointed to succeed DOCTOR 
SLAUGHTER at Memphis. 


Dr. WILLIAM H. HILL has been ap- 
pointed superintendent, Calgary Gen- 
eral Hospital, Calgary, Alberta. 


ALINE ROWAN has been appointed 
supervisor of Hamot Hospital, Erie, 
Pa. 


MARGARET WILLIAMSON has _ been 
appointed superintendent, Montgom- 
ery Hospital, Norristown, Pa., suc- 


ceeding FRANCIS C, LEUPOLD, resigned. 








United Hospital Fund Makes Survey 


of Clinics and Dispensaries 


Use of out-patient clinics and dispen- 
saries in the voluntary and municipal 
hospitals of New York City has in- 
creased nearly one-third during the 
past six years. One and one-half mil- 
lion patients now make about six and 
two-thirds million visits a year, ac- 
cording to a study just completed by 
the Hospital Information and Service 
Bureau of the United Hospital Fund. 

The use of city hospital clinics has 
more than doubled and in both clinics 
and dispensaries the study shows a 
steady increase for each year covered 
by the inquiry. The hospitals now 
make about 86 per cent of their expend- 
itures for bed service and 14 per cent 
for out-patient services. 

A total of 4,183,933 dispensary vis- 
its were made to all New York hospi- 
tals in 1927. The number grew to 4,- 
534,421 in 1928, to 4,990,640 in 1929, 
to 5,622,426 in 1930, to 6,091,737 in 





1931 and to a record volume of 6,688,- 
215 in 1932. One person in every seven 
in New York City is on the relief rolls, 
the report points out. 

The fifty-six voluntary hospitals 
comprising the United Hospital Fund 
report the following totals of dispen- 
sary visits for the six-year period: 
1927, 2,821,939; 1928, 3,246,294; 1929, 
3,585,068; 1930, 3,760,089; 1931, 3,- 
907,932, and 1932, 4,017,750. 

Municipal hospitals in New York re- 
port for the same period the following 
totals of dispensary visits: 1927, 842,- 
391; 1928, 896,389; 1929, 984,628; 
1930, 1,347,662; 1931, 1,576,988, and 
1932, 2,035,372. 

The economy of the preventive health 
services of the clinics as compared with 
the cost of providing bedside care in 
the hospital is emphasized by the 
fund. Clinic doctors discover serious 
conditions in earlier stages, and 





when neces- 
sary, tends to shorten the hospital 
stay. Clinic serice is considered essen- 
tially public health service. 

A special study on clinic service and 
costs in certain fund hospitals has 
just been completed. Forty-eight in- 
stitutions reporting comparable fig- 
ures for their out-patient departments 
showed a total of 3,700,000 visits last 
Of these visits one-third were 


prompt hospitalization, 


year. 

entirely free, while two-thirds were 
paid for in whole or in part. Total 
payments received in small _ fees 
amounted to $2,144,549. To provide 
this service, however, the hospitals 


spent $3,428,170, with no provision for 
paying the doctors who worked in the 
clinics. Thus a deficit of $1,283,621 was 
shown. 

Patients who could pay for the serv- 
ice paid an average of 87 cents a visit. 
Of this 45 cents per visit was for diag- 
nosis and ordinary medical service and 
42 cents was for x-ray, physiotherapy, 
laboratory and other special services, 
which the doctor cannot give in his of- 
fice at this figure. 
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HYPODERMIC 
NEEDLES 


Rustless Steel 


FAICHNEY 


INSTRUMENT 
WATERTOWN 
NEW YORK 
U.S.A 





"Smooth as Velvet’ 


is an old Adage. 


You will find it applies to 
Velvet Hypodermic Needles. 








There are more 
Ideal hospital 
food conveyor 
systems in use 
than any other 
kind of distribu 
tion service. The 
reason: Ideals are 
designed accurate 

ly to fill specific 
needs. They keep 
food hot, fresh 
and appetizing 
They cut down 
food service costs 
in any hospital of 
any size or type 














Besides Food Con- 
veyors the Ideal 
line includes Op- 
erating Tables, 
Dressing Car- 
riages, Tray 
Trucks, Oxygen 
Tank Trucks, 
Book Trucks, 


Kitchen Trucks, = THE SWARTZBAUGH 

Mop Trucks and 

Wringers, Linen MFG. Co. 

Hampers, Wheeled ° 

Stretchers, Dish Toledo, Ohio 

Trucks, lce On the Spot Service in 

Trucks, Laundry Baltimore, Boston, Buffalo, Chicago, 

Trucks, Platform Cleveland, Dallas, Denver, Detroit, 

a“ Indianapolis, Los Angeles, Minne 

. : he 7 “a — apolis, New Orleans, New York 
reers oS = City, Omaha, Philadelphia, Pitts 

ber Bumpers. burgh, St. Louis, San Francisco, 


Seattle, Washington. 


























JARVIS 


Presents 


The New 
Double Ball adie Swivel 
Shock Absorbing Casters 
When Jarvis & Jarvis introduced Shock Absorb- 


ing Casters, caster standards were revolutionized. 
Now J&J again offers you a new triumph—the im- 
proved double ball bearing swivel casters. 

Never before have any casters swiveled with such 
perfect smoothness. And no wonder—they have two 
specially designed, hardened ball races. Other fea- 
tures assure superior comfort, longer life, etc. 

Try a set and see for yourself how marvelous 
these new casters really are. Just tell us what size 
you want—2”, 3”, 4”, or 5”°—we’ll send them on 
approval. 


JARVIS & JARVIS, INC. 


MANUFACTURERS OF SUPERIOR 
HOSPITAL CASTERS AND TRUCKS 


102 SO. MAIN ST. PALMER, MASS. 


Representatives in all Principal Cities 





























SLOAN 


— FLUSH VALVES 








FUR MODERN HOSPITALS 


























CHOSEN AGAIN 
—This Time for their 
Linen-Like Texture 


neem 


: + 





THE MOUNTAINSIDE HOSPITAL, MONTCLAIR, NEW JERSEY 





HE Mountainside Hospital in Montclair, 

New Jersey, serves the families of a more 
than ordinarily well-to-do suburban community. 
Its Board of Directors wanted superior sheets— 
sheets invitingly soft and smooth, like those used 
in Montclair homes. So they chose Anchor Brand. 
They knew that in 93 years of home and insti- 
tutional use these sheets have become noted for 
keeping their linen-like finish through trip after 
trip to the laundry. 


Dwight ¢ Anchor 


SHEETS & PILLOW CASES 


Although cost was not the first consideration, the 
Board also knew that Anchor Sheets are surpris- 
ingly inexpensive for their quality and that 
their long wear cuts replacement costs. 


These same wearing qualities make Anchor 
Sheets the logical choice in the more 
usual cases where economy is of first 


importance. 





Nashua. Mfg. Co. 


incorp oreted 1823 
Boston, Mass. 
Nashua Blankets 


| ele> am A016) 
Indian Head Fabrics 
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NEWS FROM 
MANUFACTURERS 





ULTRAVIOLET RAY TREATMENT FOR GROUPS 


Group irradiation with sun lamps is a means of serving 
a greater number of patients without a commensurate in- 
crease in equipment and maintenance expense. When it is 
possible to assemble patients in a common room for gen- 
eral applications of ultraviolet radiations, the attendance 
and operating costs of administering the treatments are 
reduced. With increased capacity, ultraviolet ray therapy 
may thus become a general treatment for convalescence as 
well as a treatment for specific cases. Group irradiation, 
however, requires especially designed equipment. 

A group irradiation lamp that has a covering power of 
382 square feet, which is equivalent to the space required 
for twenty beds, has been developed by the Hanovia Chem- 
ical & Mfg. Co., Newark, N. J. When installed in a room 
with a twelve-foot ceiling height, this lamp develops an 
ultraviolet ray intensity about four times that of June noon- 
day sunshine. This intensity permits a treatment time of 
five minutes duration for each side. 

The burner consists of an evacuated tubular vessel con- 
structed of transparent fused quartz. The tubular vessel 





Group radiation lamp without glass filter. 


contains mercury pools which function as electrodes and 
also supply mercury vapor for the are operation. Burners 
are made both for alternating current of 115 volts, and for 
direct current of 220 volts. A step-down transformer is 
provided for installations where it is necessary to use alter- 
nating current of 220 or 440 volts. Both types of burners 
are equipped with aluminum radiating fins in order to main- 
tain an efficient operating temperature. 

The lamp fixture is made of heavy-gauge lacquered steel. 
It is 36 inches square, and contains the burner lighting 
mechanism, the burners and the reflector. The fixture is 
designed to ventilate the burner properly without the as- 
sistance of auxilliary ventilating equipment. The reflector 
consists of mirrors of highly polished, nontarnishing chrome 
steel. The lamp fixture is mounted in contact with the 
ceiling, and without the filter glass the fixture has a depth 
of 23 inches. The use of a filter adds 12 inches to the depth 
of the lamp, and reduces the ultraviolet intensity one-third. 

The filter of ultraviolet transmitting glass is mounted in 
such a manner that all the light available for radiation 
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When hospital bed equipment travels to the cellar 
for repairs, income from that bed stops, and the 
annual expense account is increased by the repair 
costs incurred. Likewise, when a bed is prema- 
turely added to the junk pile because it has been 
poorly made from weak materials, then obso- 


GIVE YOUR HOSPITAL HALL BEDS ; + + and | 
Lighten the Load on Annual Budgets 


Use Hall Hospital Beds and you will have a happy 
budget. Your hospital will have use of these beds 
from the day they are put into service . . .do you 
know that some Hall Beds have been in service, 
20 years and even longer, as rigid as on the first 
day they were used. Good Hall Beds . . . long- 





lescence costs are increased. 


lived .. . well constructed . . . free you from repair 
and replacement bills. | 





Hall Private Room rT 
| Bed No. 1953 


First made for the Columbia ~ 
Presbyterian Medical Centre, 
New York City, and popular <—. 

with other hospitals as our ee 

orders show. Pleasing in line, * ™, “xy 
very substantial, it is an ideal 
bed for large rooms. Illus- 
trated with Mt. Sinai adjust- 
able bottom with interchange- 
able crank handle, fracture 
bar inside of foot and 3-inch 
rubber tired casters. 
























HALL 
CORNER LOCK 
on every Hall bedstead 


safety and 
| 





insures rigidity, 
durability, year after year. 
Instantly locks and unlocks. 





Have You a Copy of the 
New Hall Catalog ...? 


FRANK A. HALL & SONS $2 NEW YORK CITY 
Office: 118-122 Baxter St. Salesrooms: 25 W. 45th St. 
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HAVE YOU | 
TESTED MATEX | 
DERMATIZED | 
GLOVES? . ! 

















To Any Matex Dealer or 
The Massillon Rubber Co. 





For this coupon, deliver to us free of charge one pair of Matex 
Dermatized Gloves. 





Hospital _ = Size 








Address —_ — 








7 
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Delay no longer — Clip the Coupon and get your pair of free 





dermatized gloves. The new Matex dermatized gloves will 





give you an entirely new sense of sureness, that “silky soft” 






feel, slip-proof, skin texture surface improves sensitivity and 






natural finger action. We want you to test the unusual features 









that dermatizing alone imparts to gloves and also prove the 






superiority of Matex dermatized strength, toughness, non- 






ageing, sterilization resistance qualities that have won world 






wide fame for Matex. 






THE MASSILLON RUBBER CO. 


MASSILLON OHIO 


oly y Att We 










The background of this illustration, made from an unretouched microscopic 






photograph magnified eight times normal, shows the dermatized surface 






in comparison with ordinary rubber glove texture. 


















FIRST AID 
FOR CUT BUDGETS 


Is your allowance for supplies, equipment, 
etc., lower this year? Then here’s a saving 
that’s easy to take! Cut the cost of uniform 
replacements, yet have neater, better-looking 
uniforms than you ever had before! 

Followthe example of other leading hospitals 
and specify that all your uniforms be made of 


INDIAN HEAD 
CLOTH 


A Nashua Product 


Actual experience proves 
that uniforms made of 
Indian Head Cloth wear 
longer. And the patented 
Permanent Finish of this 
durable fabric keeps uni- 
forms looking fresh and 
crisp after long, hard wear 
and countless washings. 


Leading manufacturers 
offer Indian Head Cloth 
in their most practical 





styles of orderlies’ and 





nurses’ uniforms, doctors’ 


A 
gowns. Or buy it by the yard and make your 


coats and operating 
own uniforms, screens, tray cloths, napkins, etc. 


INDIAN HEAD CLOTH may be had shrunk 
by the Sanforizing Process intwo widths of 
Bleached and in the full range of Fast Colors. 


Nashua. Mfg. Co. 


oreatedi 
Box 1206 Boston, Mass. 
Anchor Sheets Nashua Blankets 
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Control cabinet for a four-burner unit. 


treatment must pass through the filter. The filter excludes 
ultraviolet radiations of wave lengths shorter than 2,800 
Angstrém units, although it transmits the ultraviolet of the 
erythema producing sunlight zone. The filter is not an 
essential feature of the lamp, but is available when it is 
desired to simulate the ultraviolet rays of sunshine. 

The lamps are controlled from a cabinet that stands on 
the floor. The cabinet may have either two or four control 
panels, depending on the number of burners. The four- 
panel control cabinet is 46 inches high, 66 inches long and 
24 inches deep. The two-panel control is 33 inches long. 
The control switches, the starting controls, the volt meters 
and the voltage regulators are mounted on a sloped por 
tion at the top of the cabinet. There is a separate control 
panel for each burner. 

The cabinet contains transformers, rheostats and relays 
for operating the starting and lamp circuits. If alternat- 
ing current is used the lamps are started entirely by the 
cabinet controls, but with direct current it is necessary to 
tilt the burners manually by pull chains at the fixture in 
order to establish the mercury contact. 

While regular hospital beds may be used, beds especially 
designed for group irradiation make it possible to give a 
maximum number of treatments in a minimum space as 
well as to provide a uniform radiation intensity on all parts 
of the patient. These beds are tapered from 29 inches at 
the head to 19 inches at the foot, and sloped from a 27- 
inch height at the head to 12 inches at the foot. 

With this equipment, the required minimum size of the 
treatment room is 25 feet square, in which twenty sola- 
rium cots should be grouped in a circle 22 feet in diameter, 
with the light fixture in the center. A ceiling height of 
twelve feet for this room will make the distance from the 
burner to the cots approximately eight feet, and an equal 
intensity distribution will be obtained. 









THE USE OF GAS ANESTHESIA 

“Why Use Gases as Anesthetics and Resuscitants?” is 
the title of a booklet just published by the Puritan Com- 
pressed Gas Corporation, Kansas City, Mo. It is a com- 
pendium of excerpts from the published opinions of various 
doctors and anesthetists, which have appeared in Anes- 
thesia and Analgesia, the Journal of Medicine, the Journal 
of the American Dental Society and various medical society 
reports. The results obtained with gas anesthesia as used 
in many countries and with patients suffering from various 
diseases are outlined in this booklet. 
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NEW! 
SU-1 
ELECTRO 
SURGICAL 


IGH capacity—great reserve power—precision of 

current control —convenience of operation — 
compact design—durable construction—ready portabil- 
ity—combine to make the new Burdick SU-1 the most 
outstanding electro surgical unit of the year. It provides 
ample cutting and coagulating currents for all cases 
where electro-surgery may be indicated, covering full 
selection of current for all tissue dissection and coagu- 
lation, from the slightest application to the heaviest 
possible under-water cutting load. 


For complete information write 


THE BURDICK CORPORATION 
Dept. 110 MILTON, WISCONSIN 











COMBINATION 
SOW: OY >... 


(L 
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FOR SERVING SOUPS, 

FRUIT COCKTAIL, 
ORANGE JUICE, HALF 
GRAPE FRUIT, ETC. 


WRITE FOR SAMPLES 
AND PRICES 
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THE GORHAM COMPANY 
HOSPITAL DIVISION 


New York Chicago San Francisco 
6 West 48th St. 10 S. Wabash Ave. 972 Mission St. 


Ne ee 





Hospitals Need 
Ever-Hold Stools 
they help 
Avoid Fatigue 








Ever-Hold Stool 
No. 618-24 


Height Always Right—Aatomatically 
Adjusted to Accommodate User 


By providing correct height for all 
people, Ever-Hold Automatically Ad- 
justable Steel Stools help materially in 
the elimination of fatigue. Ever-Hold 
Stools are strong, light, self-adjusting 
steel seats that can be instantly raised 
or lowered to any fraction of an inch up 
to 10 inches without the use of wing 
nuts or tools. 

Hospitals find them invaluable in diet 
kitchens, laundries, laboratories, and at 
floor desks. They are made in both ad- 
justable and non-adjustable styles. 
Write for Ever-Hold Catalog and prices. 
Combination Master-Keyed Locks 
are just the thing for lockers, desk drawers, cases 
and cabinets. Must have combination or master 
key to open. Saves time running after keys and 
gives best protection. Write for Kewaunee Loch 
Catalog and prices today. 


LABORATORY FURNITURE YG. Co 


Cc. G. CAMPBELL, Pres. and Gen. Mgr. 
112 Lincoln St., Kewaunee, Wis. 


Eastern Branch: 220 E. 42nd St., New York, N.Y. 
Mid-West Office: 1614 Monroe St., Evanston, Ill. 


Offices in Principal Cities 








Ever-Hold Chair 
No, 118-22 CS 


Combination Pad- 


lock No. K-45A 











RADIOGRAPHY 
and 


‘LINICAL PHOTOGRAPHY 


»A MAGAZINE of interest to hospital 
superintendents, radiologists, and technicians. 
Published periodically by the Eastman 
Kodak Company. Various phases of radiog- 
raphy and photography are discussed in a 
detailed, practical manner. 

The coupon below will bring you this publi- 


cation regularly without cost or obligation. 


EASTMAN KODAK COMPANY, Medical Division, 

York 

Please send me “Radiography and Clinical Pho- 
ligation. 


343 State Street, Rochester, Neu 
Gentlemen: 

tography” without cost or ob 

Name 

Institution 

No. & St. 


City & State 
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INTRAVENOUS 


ot RR a ted, 
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The Vacoliter Dispenser is 
Baxter's safe, scientific, con- 
venient container in which 
their Intravenous Solutions are 
sealed in vacuum thus assur- 


ing STABILITY at all times. 
yr» ACCEPTED 


MERIC, 
Mies 
{___ASSN.__| 


Council on Pharmacy 
and Chemistry 














LET BAXTER’S SOLVE 
YOUR SOLUTION PROBLEM 


Baxter's Intravenous Solutions in Vacoliter 
Dispensers (non-pyrogenic and stable) have 
three outstanding advantages, viz: 


CONVENIENCE—no more old style filter- 


ing, distilling or sterilizing. 


ECONOMY—no waste or breakage as in 
the old method of making up solutions. 


SAFETY—Scientific, uniform accuracy and 
control assured by Baxter's laboratory ex- 
perts who specialize solely in Intravenous 
Solutions. 


BAXTER'S STANDARD SOLUTIONS 


5—10—20—25 Per Cent Dextrose in water (D-GLUCOSE) 
Physiological Sodium Chloride. 
Other strengths of Dextrose (D-Glucose) as well as vari- 
ous strengths of Dextrose (D-Glucose) in Physiological 
Sodium Chloride Solutions are available. 


DISTRIBUTED — EAST OF THE ROCKIES — EXCLUSIVELY BY 


American Hospital 
Corp. 
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A NEW WHITE METAL SCREEN CLOTH 

A new metal that is approximately the same color as 
monel metal is being manufactured into screen cloth by 
the C. O. Jelliff Co., Southport, Conn. This metal, known 
as Inconel, is made by the International Nickel Co. 

Resistance to corrosion, lack of leaching and ease of 
cleaning make this a desirable material for screening. Dirt 
and soot deposits are removed by washing with soap and 
water. The strength of the screen cloth is sufficient to 
meet all the requirements of normal usage. This material 
is slightly more expensive than any other material now on 
the market, but low replacement and maintenance expense 
modifies the comparatively high first cost. 





EMERGENCY OPERATING LIGHT 
EASILY ADJUSTABLE 
An emergency operating light offering some particularly 
interesting features is among the new products of the 
Prometheus Electric Corp., 
= 401 West Thirteenth Street, 
New York City. 

This is adjustable in height 
from 43 to 75 inches and is 
provided with an extension 
arm with a range from 10 to 
26 inches and which can be 
fixed at any desired angle. 
The design is such as to pro- 
vide intense concentrated 
light without glare of exces- 
sive heat or danger from 
bothersome shadows. An au- 
tomatic control is available 
which immediately throws on 

L _ the auxiliary circuit should 
‘> a the main source fail. Glass 








jar storage batteries are like- 

a wise provided with a visible 
indicator showing the exact charge at all times. The re- 
flector is 16 inches in diameter and is furnished with a 
heavy plate glass shield which absorbs excessive heat and 
affords protection against any danger that might arise 
from contact with the bulb. 





TRADE PAMPHLETS RECENTLY RECEIVED 

Frank A. Hall & Sons.—The latest models in hospital 
beds are illustrated in the eighty-page catalogue recently 
published by Frank.A. Hall & Sons, 118-122 Baxter Street, 
New York City. The publication features beds for private 
rooms and wards, for nurses’ dormitories and rooms, and 
for such special cases as the psychopathic and cardiac and 
those requiring sun ray treatments. Accessories included 
are mattresses and pillows, bedside tables and screens. 

Benedict Mfg. Co.—Its fiftieth anniversary catalogue has 
been issued by the Benedict Mfg. Co., East Syracuse, N. Y. 
A wide range of silverware is presented, together with a 
group of items designed particularly for the hospital. Of 
special interest, too, is the Indestructo beverage mixer, a 
recently developed specialty. 

Gold Medal Folding Furniture Co.—‘Quality Folding 
Furniture for 1933” is presented in a booklet of the Geld 
Medal Folding Furniture Co., Racine, Wis. Folding chairs 
of many types are colorfully illustrated, and litters, cot- 
litters, bed trays, back rests and invalid chairs are shown 
as being particularly convenient for the various uses to 
which they may be put in institutions. 
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